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a he psychosomatic approach to a disease im- 

plies a conceptual approach in which mind 
and body are considered as integrated forces 
in the organization of function and the disorgani- 
zation of disease. It implies a relationship be- 
tween psyche and soma in the same disease state. 
Elucidation of the relationship is dependent upon 
the combined efforts of all the medical specialties 
involved.?° 


DEFINITION 

The medical literature is replete with conflict- 
ing descriptions and uncertain definitions of 
neurodermatitis.®*> A graphic statement perhaps 
as appropriate as any other, is that neurodermati- 
tis is “itchy eczema” and all the variations 
thereof. 

The problem of classification of skin disorders 
in which emotional factors are considered also 
is unsettled. There are many classifications, each 
reflecting the author’s bias. None seems accept- 
able to all. This difficulty gives credence to the 
multiplicity of etiological factors apparently in- 
volved in the genesis of these cutaneous ailments. 
On the basis of relative importance of psychiat- 
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ric elements, neurodermatitis falls into the cat- 
egory of cutaneous disorders in which emotional 
factors usually constitute an important element. 
Other diseases in this group are pruritus, dyshy- 
drosis, urticaria, rosacea, lichen planus, and 
alopecia areata.*° 

Neurodermatitis is of considerable economic 
importance in the United States. Estimates show 
an annual incidence of approximately 80,000 
cases, one-fourth of whom are partly or totally 
disabled. Among all skin disorders it is second 
only to acne in frequency.*° 

The concept of this disease as it is known to- 
day had its origin in 1892 when Besnier de- 
scribed it and called it “prurigo diasthesique.” 
Since then the disease and its various stages has 
been given numerous designations. Some of the 
commonly used terms are prurigo of Besnier, 
early and late exudative eczematoid dermatitis, 
eczema-asthma-hay fever complex of Stokes, the 
asthma-eczema-prurigo syndrome, flexural ecze- 
ma, atopic neurodermatitis, lichen simplex 
chronicus, neurodermite diffuse, and late exuda- 
tive dermatitis. Currently the most popular 
terms are atopic dermatitis and neurodermatitis. 

The disease may occur at any time during the 
life of the individual but is rare before the age 
of 3 months and after 40 years. Hill and Sulz- 
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berger believe the disease has three stages: 1) 
infantile, 2) childhood, and 3) adult.?* Because 
of anatomical differences, especially vesiculation 
in infants as contrasted to lichenification in 
adults, some clinicians question whether infant 
eczema ought to be included in this syndrome.“ 
Tachau believes this hesitancy is due primarily 
to the absence of lichenification, a rare kind of 
response in infant skin.*7 Another factor that 
enhances the difference is the frequent complica- 
tion of secondary eczematization, resulting in the 
characteristic picture of acute inflammatory dis- 
ease, 

The clinical appearance of neurodermatitis in 
childhood and in the adult is similar. In dis- 
tribution it may be widespread and disseminated 
or localized and circumscribed. The lesions may 
be exudative and wet or primarily lichenified 
and dry. This latter variable is of significance 
from the psychogenic viewpoint. It is believed 
that the dry lesions result from a conversion 
reaction while the exudative lesions are based on 
a somatization reaction.** 

Although most all the material presented here 
is applicable to neurodermatitis in general, the 
primary coneern of this paper is the dry form, 
also known as lichen simplex chronicus. For 
those interested in infant eczema an excellent 
description is given by 'Tachau.*? He denies the 
neurogenic origin but recognizes the potential 
for future psychosomatic problems if the disease 
is not treated adequately and promptly. The 
neuropsychiatric aspects of this disease are pre- 
sented in an excellent integrated summary by 
Rosenthal.** 


NEURODERMATITIS — THE DRY TYPE 
This psychocutaneous syndrome is character- 
ized by circular, oval, or irregularly angulated 
patches of intensely pruritic, excessively fur- 
rowed and thickened or lichenified shiny skin, 
except in areas covered with fine, dull-gray ad- 
herent scales. An outstanding feature is the rela- 
tive absence of ervthema in proportion to the 
other skin changes. The patches or plaques range 
in size from 3-15 em. The edges of the plaque 
usually are not sharply demarcated ; rather, the 
edge seems to fade gradually into normal skin. 
Seattered and dispersed about the primary moth- 
er patch are numerous discrete and confluent 
lesions, known as satellites.* 
On the whole, the histologic picture is non- 
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specific. The neurodermatitic reaction that in 
volves both cutis and epidermis usually is on 
of acanthosis, with little if any edema. Hyper- 
keratosis and parakeratosis usually are present. 
Some differences are evident from variations in 
the normal characteristics of the skin at the 
various anatomic sites.** Additional differences 
are due to the presence of concomitant or simul- 
taneously occurring dermatoses and secondary 
infections. 

The lesions show a predilection for the flexor 
fossae of elbows and knees, the inner aspect of 
the thighs, the nape of the neck, and subocciput. 
The scrotum, vulva, perianal region, eyelids, ears, 
and ankles are less frequent sites. 

Not often mentioned concomitants of this 
skin condition are eye lesions, cataracts, and 
retinal detachments. *7** These lesions are noto- 
riously difficult to treat; the postoperative com- 
plications are high and healing is poor. 


DIAGNOSIS 
Despite unpredictability and variability in all 
its aspects the diagnosis can be made on the 
basis of positive dermatologic and histopatholog- 
ic grounds.**% 
Shaffer and Beerman point out these charac- 
teristics : : 
1) Excessive pruritus out of proportion to 
the lesion 
2) Critical times when the maddening itch 
occurs 
3) Trigger zone 
4) Orgiastic nature of the response 
5) Crises and paroxysms of itch 
6) Often a vigorous denial of scratching by 
the patient 
7%) Display of rubbing and scratching during 
interviews 
8) Favorite scratch sites 
9) Development of secondary sites when pri- 
mary site is cured 
10) Other evidences of scratching 
11) Healing effected by a paste boot 
12) Relation between lesion and stresses noted 
in anamnestic history 
13) Occasional exacerbation from psychiatric 
probing 
14) History of incidental skin disturbance as 
a precipitating factor.*® 
According to these characteristics other dis- 
eases that can be included in this category and 
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which Shaffer and Beerman feel are but variants 
of the disease exemplified by lichen simplex 
chronicus are prurigo nodularis, lichenificatio 
gigantea,** and Sulzberger-Garbe syndrome. His- 
topathologically, variations are due to various 
stages of development and modification in the 
lichenification process. Further evidence for con- 
sidering the above named diseases a single en- 
tity is that there are many common transitional 
stages and transmutations among them. 

Doyle also emphasizes the need for positive 
diagnostic criteria lest an unexplained skin dis- 
order fall into the wastebasket of a neurotic 
problem.* The diagnosis of the psychiatric as- 
pects should include 1) history, 2) conflict be- 
tween environment and emotional needs of the 
patient, 3) opposing internal forces producing 
the conflict, 4) defenses and solution (skin con- 
dition) and their relation to earlier similar situa- 
tions, and 5) conscious or unconscious signifi- 
cance of the skin lesion—in other words, a good 
psychiatric evaluation. 


ETIOLOGY 

There is a wide diversity of opinions as to the 
etiology and pathogenesis of neurodermatitis and 
considerable work has been done in this area. 
The major etiological vectors are the allergic, 
the psychological, and the constitutional. Some, 
like Tachau, feel that allergy is the primary fac- 
tor in the production of atopic dermatitis and 
that psychiatric elements are secondary, occur- 
ring as a reaction to the disease particularly 
when treatment is not promptly effective. Os- 
borne and Murray are of the opinion that hyper- 
sensitivity to the protein of wool is responsible 
for the cutaneous response.*? In an examination 
of records of over 2,500 patients, they noted that 
in 75 per cent of the cases in infants up to 2 
years, and in 32 per cent of 5-10 year olds the 
onset occurred in winter—a time when windows 
are closed, the heat is on, and the air content of 
wool fiber dust is highest. In the natural course 
of events the majority of these patients would 
be expected to improve in the summer months. 
They did. Elimination of the allergenic factor 
also resulted in improvement. 

There is no doubt that patients with neuro- 
dermatitis are abnormal individuals in that they 
have a hereditary diathesis. The family history 
usually is positive for hay fever or asthma. They 
show a propensity to vascular disturbances as 
well as a polyvalent hypersensitivity. Some inves- 
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tigators are concerned with the role of disturb- 
ances of the sweating mechanism in the produc- 
tion of atopic dermatitis.*1 Others emphasize 
vasoconstriction and increased vascular activity 
in atopic dermatitis.*t Cormia, in his work on 
threshold reactivity as measured by histamine 
induced pruritus, found no significant difference 
in the thresholds of the uninvolved skin of pa- 
tients and normals but the duration of the itch- 
ing was twice as long.® 

The role of psychic disturbances in the devel- 
opment and perpetuation of a variety of cuta- 
neous syndromes is no longer questioned.*** 
Much work has been done to clarify and delineate 
the role of this complex variable. Adherents of 
the allergenic theory, however, do not seem to 
be moved by the evidence propounded by the 
psychogenic theorists. The most likely answer 
to the problem lies in a theory of synergistic or 
interrelated action among all variables. 

Efforts have been directed toward many phases 
of the problem—the significance of the skin as 
an organ of expression and symbolic meaning 
of cutaneous symptoms, attempts to establish a 
personality profile of the susceptible individual, 
and correlations between emotional upsets and 
skin changes,** formulations of the specific stress- 
ful conflicts that exist in the patient, and tests 
of these hypotheses. 

Fenichel notes four characteristics of the skin 
of psychologic importance: 1) general protective 
function, 2) erogenous zone, 3) part of the body 
seen by others, and 4) main site of physiological 
anxiety at times.** 

In the service of protection, the skin is a 
delimiting surface of membrane. Under normal 
conditions, it keeps fluids from oozing out and 
keeps out noxious stimuli. This function is re- 
flected in the description of emotional sensitivity 
or emotional armoring of an individual. 

That the skin is an erogenous zone and tactile 
stimulation can be pleasurable is seen in the 
phenomenon of tickling. The pleasant soothing 
feeling from use of skin creams and lotions is 
well known. 

Because part of the skin is exposed to the view 
of others, its disease is also exposed. Thus reac- 
tions to skin disorders are likely to be more pro- 
found. Too, the visible portion of skin plays an 
important role in a person’s evaluation of beauty 
and self-image. Words applied to the skin con- 
note judgments of good or bad (e.g., clean, 
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white, smooth, good, ugly, dirty, dark, scaly, 
bad). These value judgments are extremely im- 
portant in determining a person’s attitude to- 
ward himself and of others toward him. An 
individual often reacts as if he were one to be 
shunned or avoided. The term “leper complex” 
often is used to denote this reaction in any skin 
disease.?° 

A person with a skin disorder is one whose 
own self-concept is not clearly defined. Rather, 
he is more concerned with others to the extent 
that other people’s needs and desires are more 
important than his own. It is as if the skin were 
not delimiting enough in its function. Feelings 
of unworthiness and unacceptability are common 
in these patients. These feelings, although at- 
tributed to the skin are mere projections onto 
the skin of deeper psychic disturbances. 

Physiological anxiety frequently is expressed 
in the skin. Emotional disturbances may work 
great changes in skin if it is the target organ. 
This is not equivalent to the statement that 
psychic factors are solely responsible for psycho- 
cutaneous disease. Many attempts to describe the 
neurodermatitis patient have been made. Stokes 
was a pioneer; the cases he reported were those 
in which the frictional dermatoses arose out of 
a perverse attempt to satisfy the sexual urge. 
He described the personality as one of a tension 
frame of mind with tremendous drive, restless- 
ness, and overambitiousness. 

Numerous case histories cited in the literature 
demonstrate that certain attacks of skin disease 
are connected with emotional problems. From 
his vivid examples of correlation, Robertson con- 
cluded that the patient is obsessed with a sense 
of injustice, resentment, and self-pity.** Contact 
irritants often are the straw that breaks the 
camel’s back. The sense of injustice prompted 
Halliday to call the disease Job’s dermatitis.** 

Wittkower studied 90 patients disabled by this 
disease and found a clear-cut relation between 
emotional disturbances and the onset or exacerba- 
tions of eczema in 50 patients.** The precipi- 
tating situations leading to onset or relapse were 
grouped as follows: 1) threats to life and exist- 
ence, 2) threats of loss of outside sources of 
support, and 3) threats to inner established pat- 
terns (blows to self-esteem and situations arous- 
ing sexual conflicts and latent aggressiveness). 
There appeared to be a hereditary disposition to 
eczema; in children there was a high incidence 
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of difficult family positions (unwanted, spoiled, 
eldest). Adult behavior was of two types: 1) 
undisguised or childlike, or 2) disguised as calm, 
stoic, armored individual, limelight seeker, self- 
driver. Wittkower emphasizes the deep-seated 
insecurity, inferiority, and aggressiveness of 
these patients. 

McLaughlin et al., in a thorough survey to 
seek the common psychic factor in adult atopic 
eczema, studied nine male and 21 female patients 
with the diagnosis of neurodermatitis based on 
rigid dermatological criteria. They noted their 
patients displayed a long-standing personality 
disorder characterized by great passivity and 
excessive concern over acceptance by others, a 
deep but distrustful dependence upon a parental 
figure, a chronic seething hostility over repeated 
failure to obtain consistent dependent satisfac- 
tions from this person or anyone else, and an 
over-all inhibition of healthy aggressiveness.?" 
But these personality traits are not specific to 
this disease. They are common to all psychoso- 
matic patients. 

Cormia, in his study of 137 dermatology pa- 
tients, noted that in the patient with neuroder- 
matitis a history of long-standing maladjust- 
ment is evident. The current problem usually 
was related to the area involved. An atmosphere 
of family dissension is important in contributing 
to the development of the disease. On the whole, 
the personality type is of poor predictive value 
in dermatological syndromes. 

Obermayer, in 1952, from a comparison of 13 
patients with dry neurodermatitis with 10 con- 
trol patients by means of a number of personality 
tests, came to the conclusion that no psychologi- 
cal structure common to all patients could be 
found.*° 

Allerhand et al. found opposite results. ‘Their 
patient with neurodermatitis was a tense, rest- 
less individual, who found it difficult to relax. 
He had a strong need for recognition and suc- 
cess, prided himself on his strength and vitality, 
tended to be impatient and irritable, and felt the 
demands of others were infringements and im- 
positions on him. This man was sentimental and 
was disappointed with other people and the world 
in general. He is ticklish.* 

Cleveland and Fisher compared Rorschach 
records of 25 patients with chronic neuroder- 
matitis (91 years’ duration or more) with those 
of 27 patients with dermatitis of brief duration 
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(6 months). They found the neurodermatitis 
patient had an increased depreciatory self-con- 
cept and that he tended to equate the body un- 
conscious with dirt and repulsion. Tendencies 
toward exhibitionism were no greater but his 
concern or fantasies involving defenses against 
this were. Hostility was less repressed and usual- 
ly directed toward the self. He viewed the father 
as powerful, successful, yet distant. The mother 
was consciously viewed as neutral and quiet, yet 
unconsciously there was great resentment because 
of lack of adequate attention any time and no 
response to a masochistic appeal.’ 

The major difficulty with these descriptions 
is that they are not specific. They reveal only 
the kind of person prone to suffer from a neurotic 
problem. They omit from consideration many 
other causative factors, particularly the allergic 
reaction, the hereditary disposition of the indi- 
vidual, and the current emotional climate. 

In early concepts of dry type neurodermatitis, 
the dynamic role of repressed sexual (genital) 
impulses was stressed as was the eventual onanis- 
tic discharge of these impulses in attacks of 
excoriation (furor eroticus and prurigo onanique 
in early descriptions). Miller in 1942-5 was one 
of the earliest to reveal significant conflicts con- 
cerning hostile-aggressive feelings and impulses. 
This seems to be a fairly consistent trend 
pow,2/79:° 

Further clarification developed when one as- 
pect of skin disorders was isolated and studied, 
the “seratch-itch-scratch” reflex. In dry neuro- 
dermatitis and its variants, the lesion is induced 
by scratching and the fundamental psychocuta- 
neous symptom is excessive excoriation. Seitz 
and others have noted that in these patients the 
urge to scratch often arises spontaneously and 
not in response to itching.*°*? Earlier studies 
stressed the importance of itching and its eroge- 
nous aspects.8 

Kepecs et al. noted that patients with symp- 
toms of persistent pruritus and excessive excoria- 
tion fell into two groups: the labile hysteric and 
the rigid compulsive. A hostile-dependent rela- 
tionship tended to be characteristic of the family 
constellation. Itching and scratching were mani- 
festations of anger toward the mother.?* 

This disturbed relationship with a mother 
figure is seen in studies by Williams, who was 
concerned with the factor of maternal rejection 
in infants with eczema.5* Marmor and Ashley 
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noted recently that maternal rejection per se is 
not inevitably present but that disturbances, par- 
ticularly rejection or separation, are.?° This is 
consistent with the thesis that lack of sufficient 
physical contact and tactual experiences of a 
pleasurable nature are significant genetic factors 
in skin disease. The response of the pre-eczemat- 
ous infant has been described as that of one 
who acts as if he is about to experience pain. 

Seitz et al. summarized these concepts and 
formulated the psychodynamics in the following 
manner. Frustrating life experiences lead to hos- 
tile feelings and aggressive retaliatory impulses 
that conflict with the moral demands of the 
conscience (superego). This produces guilt and 
repression of the feelings. The feelings find ex- 
pression in a masochistic self-punitive discharge 
—excoriation. This solution is workable since 
it provides: 1) a discharge of damned up phys- 
iological tension, 2) it avoids direct expression 
of guilt-laden feelings, 3) it atones for guilt, 
and, 4) it provides a neurotic compensation. 
This formulation assumes an overly strict super- 
ego, or conscience. To test this hypothesis Seitz 
compared a group of 35 patients with neuroder- 
matitis with a control group of 29 patients with 
nonpsychogenic dermatitis on the basis of Tre- 
sponses to the Rosensweig Picture-frustration 
test. Evaluation of the variables, intensity of 
superego, and degree of masochism, supported 
the thesis that neurodermatitis patients have 
more punitive and strict superegoes. No signifi- 
cant differences were noted in the extent of 
masochistic expression of aggression. It may be 
that these patients express as much aggression 
and hostility but react more guiltily.** 

No section on etiology would be complete with- 
out mention of the work by Seitz on the hypnotic 
substitution of cutaneous reactions for nonder- 
matologic symptoms in patients with non-der- 
matologic psychosomatic disorders. In a patient 
with psychogenic chorea he was able to replace 
the symptom with circumscribed dermatitis and 
with blushing. Both substitutive symptoms have 
the same psychodynamic functions as the origi- 
nal symptom—exhibitionism and masochism. 
The technique failed when he attempted to sub- 
stitute a cutaneous symptom which did not ful- 
fill the same purpose (e.g., pruritus, hyperhy- 
drosis) .°° 


MANAGEMENT 
The multiplicity of factors considered in the 
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etiology and pathogenesis of the disease provides 
us with clews as to the rationale of management. 
Attempts to treat the lesion isolated and apart 
from the patient who displays it are destined to 
fail. A typical outcome of this method is sub- 
sidence of a lesion at the treated site and its 
simultaneous eruption in another area. Such re- 
sults lead to discouragement, distrust, and loss 
of good rapport between physician and patient. 
Objections to exclusive psychiatric treatment 
with total disregard of other factors also are 
warranted. ]n neurodermatitis, only a combined 
treatment program based on an integrated ap- 
proach, with evaluation of all the etiological fac- 
tors and related variables, can give any promise 
of success. The extent to which the management 
can be handled by the dermatologist exclusively 
depends largely upon his training and interests 
and the needs of the patient.*° 

To help an individual with dermatitis, the 
physician has available several therapeutic pro- 
cedures. These may be classified as local, sys- 
temic, and psychiatric.® 

There are innumerable local medications.?%*%7° 
Most of them are beneficial, but some are poten- 
tially harmful. The most important considera- 
tion in selection of an ointment may be the fact 
that the skin of these patients is extremely sensi- 
tive. Strong medications are always contrain- 
dicated. X-ray therapy is used occasionally. While 
it is beneficial, it is not recommended because 
of the possibility of over-irradiation over a peri- 
od of years. 

Systemic therapy includes management of 
pruritus, dietary changes, and cortisone and 
ACTH.**6-5?, Antihistaminics are of some help 
in controlling pruritus, as are sedatives. Recently 
several ingestigators have found chlorpromazine 
and meprobamate quite effective.***>*® Appar- 
ently the tranquilizing drugs diminish restless- 
ness, agitation, and anxiety. Thus, less tension 
needs to be shunted through the conversion 
mechanism. 

ACTH and cortisone give satisfactory results, 
but most clinicians agree they should be used 
only as a last resort. Their effect usually is tem- 
porary and withdrawal is accompanied, as a rule, 
by relapse and mental depression. However, in 
severe chronic cases these drugs are invaluable. 
They are somewhat akin to electroshock therapy 
in the psychiatrist’s armamentarium. In chronic 
unresponsive neurodermatitis, electroshock ther- 
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apy has produced good results.°* However, this 
form of therapy is reserved for patients who are 
both disabled by the disease and not accessible 
to any other form of psychiatric treatment. 

Elimination of or immunization to specific 
allergens, together with re-education and medica- 
ments tend to arrest progress of the disease it 
treated in childhood.** In a few patients, de- 
sensitization therapy is helpful. This approach, 
while of some benefit, is not of great value since 
psychological factors are the major trigger mech- 
anisms that drive a patient past the threshold 
of reactivity into the realm of clinical signs and 
symptoms.”° 

Psychiatric treatment concerns the complete 
evaluation of the patient’s current life situation, 
the environmental stresses present, and the deter- 
mination of the symbolic meaning of the disease 
in terms of his psychic economy. Knowledge oi 
these factors is essential for treatment. It is 
important to learn whether the psychological fac- 
tors are primary or incidental. Any chronic and 
disfiguring disease may produce significant 
changes in the psychic economy of an individual. 
Curiosity and revulsion in observers may lead 
to conflicts over narcissism, exhibitionism, and 
sexuality. The disease may gratify dependent 
needs and serve as a defense against sexual con- 
tact. An attempt should be made to define the 
mechanism by which stress leads to structural 
or physiological change. Finally, it is important 
to characterize the psychologic factors that ap- 
pear to play a determining role.® 

One means of alleviating environmental stress 
is through hospitalization. This permits a pas- 
sive withdrawal from normal activities and re- 
sponsibilities to a dependent state. However, the 
extent and degree of necessary dependency may 
sometimes be exceeded and the physician finds 
himself involved as a causal factor in perpetuat- 
ing a situation with secondary gains. 

The recommendation that a patient live in a 
warm dry climate is based on the same principle. 
This is of no value unless the emotional climate 
is changed. Patients who take their environmen- 
tal stresses along with them are not helped.** 

For the treatment of personality factors, psy- 
chotherapy is the method of choice. This may be 
supportive or exploratory, depending upon the 
patient’s need. The nonpsychiatrically trained 
physician often can do supportive therapy quite 
successfully. The goal here is the reinforcement 
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of defenses against repressed impulses through 
reassurance and sympathetic support. Ventila- 
tion of feelings should be in connection with cur- 
rent conflicts only. Greater therapeutic zeal by 
the untrained is fraught with danger.*°" 

In exploratory psychotherapy, attention is 
focused on the conversion mechanism and the 
factors perpetuating this masochistic, self-puni- 
tive method of handling hostility and guilt. 

These are some of the methods of treatment. 
Success is not guaranteed in every case, but best 
results are obtained through a combination of 
methods prescribed on an individual basis. 


REFERENCES 


. Ackerman, M. W.: Personality Factors in Neurodermite 
— A Case Study, Psychosom. Med. 1:366-375 (July) 1939. 

. Allen, A. C.: The Skin. A Clinicopathologic Treatise, St. 
Louis, C. V. Mosby Co., 1954. 

. Allerhand, M. E.; Gough, H. G.; and Grais, M. L.: 
Personality Factors in Neurodermatitis, Psychosom. Med. 
12:386-390 (Nov.-Dec.) 1950. 

. Arnold, H.: Circumscribed Neurodermatitis (Lichen Sim- 
plex Chronicus) — Its Recognition and Management, 
Postgrad. Med. 16:492-502 (Dec.) 1954. 

. Brunsting, L. A.: Neurodermatitis, Coll. Papers Mayo 
Clinic 47:349-351, 1955. 

. Clark, L. D.: Psychotherapy of Atopic Dermatitis: A 
Case Report, Am. Pract. & Digest Treat. 5:51-54 (Jan.) 
1954, 

. Cleveland, S. E., and Fisher, S.: Psychological Factors 
in the Neurodermatoses, Psychosom. Med. 18:209-220 
(May-June) 1956. 

. Cormia, F. E.: Basic Concepts in Production and Man- 
agement of Psychosomatic Dermatoses, Brit. J. Dermat. 
63:83-92, 129-151 (Mar.-Apr.) 1951. 

. Cormia, F, E.: Experimental Histamine Pruritus: I. In- 
fluence of Physical and Psychological Factors on Thresh- 
old Reactivity, J. Invest. Dermat. 19:21-34 (July) 1952. 

. Crotty, R. Q., and Weiss, R. S.: Undecylenic Acid 
Therapy in Psoriasis and Neurodermatitis, J. Invest. 
Dermat. 14:313-317 (May) 1950. 

. Doyle, T. L.: Psychiatric Aspects of Neurodermatitis, 
Bull. New York Acad. Med. 29:570-576 (July) 1953. 

. Edwards, K. C.: Pruritus in Melancholia, Brit. Med. J. 
1:1527-1529 (Dec. 25) 1954. 

. Eyster, W. H.; Roth, G. M.; and Kierland, R. R.: 
Studies on Peripheral Vascular Physiology of Patients 
with Atopic Dermatitis, J. Invest. Dermat. 18:37-46 
(Jan.) 1952. 

. Fenichel, O.: The Psychoanalytic Theory of Neurosis, 
New York, W. W. Norton Co., Inc., 1945. 

5. Foster, P. D.: A New Concept in the Etiology and Treat- 
ment of Neurodermatitis, Mississippi Valley M. J. 1: 
180-184 (Sept.) 1954. 

» Garb, J.: Lichen Simplex Chronicus Treated Successfully 
with Podophyllin, Arch. Dermat. & Syph. 63:740-746 
(June) 1951. 

7. Gilkes, M. J.: Cataracts Associated with Neurodermatitis. 
Their Treatment and Complications, Proc. Roy. Soc. 
London 48:1041-1044 (Dec.) 1955. 

. Goldsmith, W. N.: Significance and Treatment of Itching, 
Practitioner, 42:36-54 (Jan.-June) 1939. 

. Graham, T. N.: The Use of Calcium Ointment in Atopic 
Eczenia, New York J. Med. 52:1667-1668 (July) 1952. 

. Grinker, R. R., and Robbins, F. P.: Psychosomatic Case 
Book, New York, Blakiston Co., 1954. 

. Halliday, J. L.: Psychosomatic Medicine and the Rheu- 
matis»: Problem, Practitioner 152:6-15 (Jan.-June) 1944. 


for Nove »ber, 1959 


. Hill, L. W., and Sulzberger, M. B.: Evolution of Atopic 


Dermatitis, Arch. Dermat. & Syph. 32:451-463 (Sept.) 
1935. 


. Kepecs, J. G.; Rabin, A.: and Robin, M.: Atopic Der- 


matitis, A Clinical Psychiatric Study, Psychosom, Med. 
13:1-9 (Jan.-Feb.) 1951. 


24. Kesten, B. M.: Allergic Eczema, New York J. Med. 54: 


2441-2449 (Sept.) 1954. 


. Kierland, R. R., and Walsh, M. N.: Correlation of Der- 


matologic and Psychiatric Approach to the Treatment of 
Neurodermatitis, M. Clin. North America, pp. 1009-1018 
(July) 1950. 


. Marmor, J.; Ashley, M; et al.: The Mother-Child Re- 


lationship in Genesis of Neurodermatitis, A. M. A. Arch. 
Dermat. 74:599-606 (Dec.) 1956. 


. McLaughlin, J. T.; Shoemaker, R. J.; and Guy, W. B.: 


Personality Factors in Atopic Eczema, Arch. Dermat. & 
Syph. 68:506-516 (Nov.) 1953. 


. Milder, E.: The Influence of Neuro-Psychogenic Factors 


in the Etiology of the Generalized Neurodermatitis, Der- 
matologica 2:140-150 (Sept.) 1955. 


. Miller, M.: A Psychological Study of a Case of Eczema 


and a Case of Neurodermatitis, Psychosom, Med. 10:82-93 
(Jan.) 1942, 


. Obermayer, M. E.: Psychocutaneous Medicine, Spring- 


field, Ill., Charles C. Thomas, 1955. 


. Osborne, E. D., and Murray, P. F.: Atopic Dermatitis: 


A Study of its Natural Course and of Wool as a Dominant 
Allergenic Factor, Arch. Dermat. & Syph. 68:619-627 
(Dec.) 1953. 


. Porter, A. D., and Haber, H.: Atypical Neurodermatitis, 


Brit. J. Dermat. & Syph. 62:25-27 (Jan.) 1950. 


. Robertson, G. G.: Emotional Aspects of Skin Disease, 


Lancet, 2:124-127 (July) 1947. 


. Ronchese, F.: Neurodermatitis with Giant Lichenification, 


Arch. Dermat. & Syph. 43:920-921 (May) 1941. 


5. Rosenthal, M. J.: Neuropsychiatric Aspects of Infantile 


Eczema, A. M. A. Arch. Neur. & Psychiat. 70:428-452 
(Oct.) 1953. 


. Rowe, A.: Atopic Dermatitis of the Hands due to Food 


Allergy, Arch, Dermat. & Syph. 54:683-703 (Dec.) 1946. 


. Seitz, P. F. D.: Psychocutaneous Aspects of Persisitent 


Pruritus and Excessive Excoriation, Arch. Dermat. & 
Syph. 64:136-141 (Aug.) 1951. 


. Seitz, P. F. D., et al.: Superego and Aggression in Cir- 


cumscribed Neurodermatitis, J. Invest. Dermat. 20:263- 
269 (Apr.) 1953. 


. Seitz, P. F. D.: An Experimental Approach to Psycho- 


cutaneous Problems, J. Invest. Dermat. 13:199-205 (Oct.) 
1949. 


. Seitz, P. F. D., and Gosman, J. S.: Can the Dermatologist 


do Psychotherapys, A. M. A. Arch Dermat. & Syph. 
66:180-190 (Aug.) 1952. 


. Seitz, P. F. D.: Dynamically Oriented Brief Psychother- 


apy: Psychocutaneous Excoriation Syndromes, Psychosom. 
Med. 15:200-242 (Mar.) 1953. 


. Seitz, P. F. D.: Psychological Aspects of Skin Disease, 


Ch. 14 in Wittkower, E. D., and Cleghorn, R. A.: Recent 
Developments in Psychosomatic Medicine, Philadelphia, 
Pa., Lippincott. 


. Shaffer, B., and Beerman, H.: Lichen Simplex Chronicus 


and its Variants — A Discussion of Certain Psychody- 
namic Mechanisms and Clinical and Histopathological 
Correlations, Arch. Dermat. & Syph. 64:340-351 (Sept.) 
1951. 


. Smith, L. M., and Garrett, H. D.: Changes of Climate 


and Environment in Treatment of Dermatologic Disorders, 
Arch. Dermat. & Syph. 68:28-37 (July) 1953. 


. Sokoloff, O. J.: Meprobamate as Adjunct in Treatment of 


Anogenital Pruritus, A. M. A. Arch. Dermat. 76:393-397 
(Oct.) 1956. 


. Sternberg, T. H., and Newcomer, V. D.: Symposium on 


Recent Advances in Medicine — Current Concepts in the 
Management of Atopic Dermatitis, M. Clin. N. America, 
pp. 1127-1139 (July) 1952. 


. Tachau, P.: Atopic Dermatitis in the Infant (Infantile 


253 





Eczema), Postgrad. Med. 13:252-260 (Mar.) 1953. 

. Thompson, Col. R. G.: Cataract with Atopic Dermatitis, 
Arch. Dermat. & Syph. 61:433-441 (Mar.) 1950. 

. Tilley, R. F., and Barry, H., Jr.: Chlorpromazine Treat- 
ment for Relief of Itching in Severe Refractory Neuro- 
dermatitis, New England J. Med. 252:229-230 1955. 

. Tobias, M.: Chronic Neurodermatitis: A Clinical Study, 
Missouri Med. 53:374-376 (May) 1956. 

. Tuft, L.; Tuft, H. S.; and Heck, V. M.: Atopic Der- 
matitis: Roles of Sweating Mechanism, J. Invest. Dermat. 
15:333-337 (Oct.) 1952. 

52. Weiner, A. L., Sodium Para-aminobenzoate Therapy of 


Atopic Dermatitis, J. Invest. Dermat., 15:295-296 (Oct.) 
1950. 

3. Williams, D. H.: Management of Atopic Dermatitis in 
Children: Control of Maternal Rejection Factor, Arch. 
Dermat. & Syph. 63:545-556 (May) 1951. 

54, Wittkower, E.: Emotional Factors in Skin Diseases, New 
York, P. B. Hoeber, 1953. 

. Tenth International Congress of Dermatology, London, 
Proceedings, 3-291, 1952. 

. Electroshock in Neurodermatitis, Foreign Letter, J.A.M.A, 
1:301 (Jan.) 1957, 


Acute Vascular Occlusion of the Extremities 


Geza DE Takats, M.D., F.A.C.S., CHicaco 


en vascular obstructions, with the excep- 
tion of small, subclinical lesions, invariably 
cause sudden dramatic symptoms, because they 
interrupt blood flow and because the compensa- 
tory mechanisms, consisting of collateral path- 
ways, are not ready. Symptoms usually point to 
the level of obstruction but these symptoms may 
be masked by vasospasm, which accompanies 
acute vascular occlusions to a greater or lesser 
degree. 

Premonitory symptoms usually are due to 
small clots with vasospasm, which may precede 
the massive clot by several hours or days in both 
the arterial and the venous systems. This may 
permit early preventive and therapeutic meas- 
ures. In the arterial system of the extremities, 
the occlusive clot may be due to direct injury 
to the vessel, contusion of the wall, an inflam- 
matory reaction leading to clotting, or to ar- 
teriosclerosis. With the exception of traumatic 
thrombosis, the latter lesions may be present in 
the form of arterial narrowing, but they do not 
become manifest until the clot occludes the nar- 
rowed portion of the vessel. Often 70 per cent 
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of the lumen of the artery may be occluded be- 
fore symptoms of arterial insufficiency occur. 
Popliteal artery stenosis will be used as an illus- 
tration. 

Whether the arterial occlusion is traumatic, 
thrombotic, or embolic, it should be relieved im- 
mediately by-exposure of the vessel, removal of 
the clot, and repair of the artery by lateral or 
transverse suture or by interposition of a graft 
if the gap is too long to permit anastomosis with- 
out tension. The best material for replacement 
is the patient’s own vein if available; otherwise, 
a dacron or teflon prosthesis. 

If the occlusion is in the venous system, and 
the patient is seen within a day or two, the 
recommended procedure is aspiration of the clot 
followed by ligation of the vein and anticoagu- 
lant therapy with heparin. In blunt injuries fol- 
lowed by venous thrombosis this is not always 
feasible and here, anticoagulants and _fibrino- 
lytic agents may be used. 

Prevention and treatment of pulmonary em- 
bolism follows a distinct routine on our service, 
in which pain, respiratory distress, the reflex 
effects on the heart and blood pressure, and the 
danger of recurrent emboli, are all considered. 
Generally speaking, if sympathetic blocks are 
contemplated to tide the circulation over a criti- 
cal period, they should always precede and not 
follow anticoagulants, since often massive and 
occasionally fatal hemorrhage may occur. 
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The Prevention of 
Rheumatic Fever Recurrence 


BENJAMIN B. BERMAN, M.D., GRANITE City 


- diaaae treatment of rheumatic fever pa- 
tients with the sulfonamides or penicillin to 
prevent recurrences is an accepted procedure. 
This program gained impetus when it was firmly 
established that rheumatic fever is related di- 
rectly to a preceding infection with the beta 
hemolytic streptococcus that was untreated or 
undertreated. It follows, therefore, that treat- 
ment preventing such an infection if possible, 
or treating a streptococcal infection adequately 
are ideal methods of warding off rheumatic fever 
or its recurrences. The American Heart Associa- 
tion, through its medical facilities, has advocated 
a simple prophylactic program using the sul- 
fonamides or penicillin. One of the other anti- 
hiotics is used if the patient is unable to tolerate 
the two drugs mentioned. 

Despite published reports and educational ac- 
tivities, beamed to both lay and _ professional 
groups, many rheumatic fever patients are not 
benefiting from such a prophylactic program. 
Who is at fault? Is it the responsibility of the 
patient, the parents, or the physician? While 
each must share the responsibility, the major 
portion of the blame lies with the patients and 
parents, provided they have been educated about 
the disease. If there is lack of co-operation or un- 
derstanding, the program suffers and the patient 
runs the risk of recurrences. It is a known fact 
that each attack of rheumatic fever leaves its 
mark on the heart—the more attacks, the more 
involvement. Each succeeding attack reduces the 
life expectancy of any rheumatic fever patient. 

If a patient who has rheumatic fever were able 
to understand the mechanism of rheumatic fever 
tecurrences, he would insist upon a prophylactic 
program. Since most of these patients are chil- 
dren, it then becomes the responsibility of the 
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parents. If they have been educated through 
talks with the physician, or have read the pam- 
phlets distributed by the heart association af- 
filiates, they are cognizant of the dangers and 
would insist upon the prophylactic program. 
The crux of the program lies with the physician. 
If he believes that rheumatic fever and beta 
hemolytic streptococcal infections are interre- 
lated, and that giving prophylactic penicillin 
will reduce the incidence of recurrences, then 
all his rheumatic fever patients will be treated. 
He will see that they and the parents know about 
recurrences and that routine checkups and the 
daily taking of penicillin is automatic. 

If, on the other hand, he does not believe or 
is too busy to explain, then the patients will be 
on their own. What are their chances? Before 
the days of antibiotics the recurrence rate of 
rheumatic fever was reported as between 20 to 
50 per cent. The most consistent rate is around 
20 per cent. With the introduction of penicillin 
and its use as a prophylactic agent, the rate has 
been reduced to 1 to 2 per cent. 

Assuming we have an enlightened patient 
and/or parent and a physician who believes in 
the prophylactic program, what methods and 
drugs are available? The drug of choice is 
penicillin, which can be used in two ways. One 
method depends upon the prevention of beta 
hemolytic streptococcal infection by continuous 
or daily administration of small doses. The other 
method involves early diagnosis and prompt 
treatment of beta hemolytic streptococcal infec- 
tions with large doses of penicillin. 

In the latter method, the patient would not 
present himself for treatment unless sick. This 
type of program has been discouraged. It has 
been shown by observers at The House of Good 
Samaritans that only 50 per cent of a series of 
recurrences had symptoms requiring treatment. 
The other 50 per cent had no fever or sore throat 
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and the only way a beta hemolytic streptococcal 
infection was elicited was by culture after the 
recurrence appeared. From these and similar ob- 
servations, this method of prevention is not 
desirable. Therefore, the method of continuous 
daily administration of penicillin orally or by 
injection at definite intervals is advocated. 

Oral buffered penicillin G 250 mg. tablets and 
oral penicillin V 250 mg. tablets are given twice 
a day. Intramuscular benzathine penicillin G 
1.200,000 units is given once each month. The 
effectiveness of this regimen can be seen in the 


following chart: 


PERCENTAGE OF REDUCTION IN 
INFECTION RATE 

IM ; G 
SYMPTOMATIC 91 83 
ASYMPTOMATIC 86 63 
TOTAL 88 65 72 
As was stated before, the rate of recurrence 
vear. Without 

prophylaxis the rate was 19 per cent. 
It can be seen that the intramuscular route is 


was about 1.5 per cent for the 


best. but the oral route is more widely used due 
to reactions, pain of injection, or failure to keep 
appointment. 

When penicillin cannot be used, the sulfon- 
amides, tetracyclines, or erythromycins are given. 
The usual dosage is one or two .5 gm. sulfadia- 
zine tablets a day, 100 mg. tetracycline tablets 
a day, or 100 mg. erythromycin tablets a day. 
In contrast, the drug of choice in the treatment 
of an acute beta hemolytic infection is penicillin 
hecause of its bactericidal quality, whereas the 
sulfonamide drugs are essentially bacteriostatic. 

Concerning the cost of the prophylactic pro- 
gram, the most economical is the use of the sul- 
fonamides. The next least costly is penicillin, 
particularly the injectable form. How are the 
medically indigent patients to be cared for under 


a prophylactic program? In Illinois, this pro- 
gram has been solved to a degree. Rheumatic 


fever patients who are unable to afford a private 
physician may obtain treatment through the 
Crippled Children’s Division of the University 
of Illinois. At these clinics, penicillin or one of 
the other drugs is prescribed. This prescription 
is taken to the local health department. offices, 
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where the drug of the physician’s choice is gi\en 
to the patients, usually a three month supply. 

For rheumatic fever patients who can afford 
private medical care, but for whom the cost of 
the drug may prove a hardship, the same proce- 
dure is followed for obtaining penicillin or a 
sulfonamide at the health department. The phy- 
sician, however, must sign a statement to this 
effect and fill out a special form furnished by the 
health department. Follow-up on this program 
is carried on by IBM cards sent to the physician 
every three months. 

How long should a_ patient stay on_ this 
prophylactic program ? There is no definite agree- 
ment on the time and most of the confusion 
about the program centers about this point. 
Some workers advocate the prophylactic drug for 
the remainder of the patient’s life; others for 
five, 10, or 20 years. About the only way I know 
to answer this question is to go back to the cause 
of rheumatic fever. Since rheumatic fever is di- 
rectly related to the beta hemolytic streptococcus, 
and an infection with this organism can cause 
recurrence in a rheumatic fever patient, then 
these patients must take prophylactic drugs so 
long as this possibility exists. 

With this thought in mind, it is obvious that 
the diagnosis of rheumatic fever is not to be a 
casual one. To say that a person has had a mild 
attack of rheumatic fever without heart involve- 
ment or that an unexplained fever is so labeled, 
and then advise prophylactic drug for many years 
of that patient’s life, is almost as bad as not giv- 
ing the drug in a typical case. What I am trying 
io say is, be careful in doubtful instances. If the 
case does not fit in with Jones Criteria, it is 
hetter to observe for months before making a 
final decision. In this type of problem, it is 
justifiable to place the patient on prophylactic 
drug therapy with the understanding that if fur- 
ther observation proves the case not to be one of 
rheumatic fever, then the drug will be discon- 
tinued. 

SUMMARY 

A rheumatic fever patient who visits his phy- 
sician regularly, who takes a prophylactic drug 
religiously, and who observes the rules of good 
health should never have a recurrent attack. 
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Acute Abdominal Emergencies: 


Acute Perforation of 
Abdominal Viscus 


Ricuarp H. LAWLER, M.D., F.A.C.S., CHicaco 


here probably is no surgical condition that 

offers a greater threat to the life of a patient 
than a perforation, or tear, of an abdominal 
viscus. Up to recent times this condition carried 
a high mortality. Even now, in spite of advances 
in surgery and with the use of antibiotics, blood, 
fluid, and electrolyte replacement, the best judg- 
ment and greatest skill of the surgeon are called 
for to avoid a fatal outcome. Prompt recognition 
of a perforation and immediate institution of 
suitable treatment are vital. Whenever the possi- 
bility of perforation exists, every effort should be 
made to establish the diagnosis at once. Valuable 
time may be lost by waiting for symptoms that 
make the diagnosis obvious. 

As a result, the surgeon who undertakes the 
treatment of the patient frequently finds himself 
confronted with a desperate situation; he must 
determine which surgical procedure or combina- 
tion of procedures he shall employ as well as 
the other appropriate specific and supportive 
measures, 

Two factors that tend to make this situation 
so serious are: First, the possibility of an under- 
lving disease; second, the extensive peritoneal 
contamination that so commonly accompanies 
the perforation. 

The diagnosis of perforations or lacerations 
frequently will not be made until the abdomen 
has heen explored. However, the history and the 
findings usually have conformed to the pattern 
of hemorrhage or localized or spreading peritoni- 
tis, and the patients have varied greatly in the 
degree of shock manifested. Differential diagno- 
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sis may be difficult or impossible from perforated 
peptic ulcer, acute coronary occlusion, pancreati- 
tis, appendicitis, acute pelvic and bowel condi- 
tions, and a host of less common disorders with 
a similar clinical picture. 

The etiological factors contributing to acute 
perforations may be grouped into two main divi- 
sions—namely, spontaneous perforations associ- 
ated with underlying pathologic processes; and 
perforations associated with trauma of the pene- 
trating or nonpenetrating types. 

With the penetrating type of injury, the physi- 
cian as well as the patient is immediately con- 
cerned as to the possibility of intra-abdominal 
injury. With nonpenetrating injuries, both may 
be lulled into a sense of security by the absence 
of early signs or symptoms of internal injury. 
Blows to the abdomen from blunt objects are 
common, and seldom produce serious damage. 
Injuries are found most commonly in the areas 
of the relatively fixed viscera: the spleen, liver, 
and kidney. Tears of the intestine likewise occur 
near the points of fixation: the jejunum, near 
the ligament of Treitz, the ileum near the cecum, 
and the sigmoid colon. With tears of the liver, 
kidney, and spleen, hemorrhage is a dominant 
finding and may alert the surgeon to the nature 
of the injury. Frequently there is severe contu- 
sion and hematoma at the site of the injury 
initially, with perforation and signs and symp- 
toms of peritonitis occurring hours or days later. 

When penetration of the peritoneum exists, it 
is necessary to examine all the organs in the 
abdominal cavity. If hemorrhage is present, it 
must be controlled immediately, the free blood 
and blood clots aspirated, and an orderly exami- 
nation made of all the other abdominal organs. 


STOMACH 


Examination of the stomach and duodenum is 
difficult. To examine the lower end of the esoph- 
agus and cardiac end of the stomach, if may 
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be necessary to divide the coronary ligament of 
the left lobe of the liver and reflect it to the 
right. The surgeon should not hesitate to divide 
the gastrocolic omentum and enter the lesser sac 
to get a thorough view of the posterior wall of 
the stomach, pancreas, and the second and third 
portions of the duodenum. Hollow organs with 
no free mesentery should be widely mobilized in 
the search for through and through penetrations. 

Rents in the stomach should be closed individ- 
ually in layers. 

The management of spontaneous acute gastro- 
duodenal perforations, have followed three main 
trends: 1. Simple suture of the perforation; 2. 
Immediate subtotal gastrectomy; and 3. Non- 
operative treatment with antibiotic and continu- 
ous suction drainage. 

No one method of treatment should be con- 
sidered ideal for all cases. Simple suture of an 
acute gastroduodenal perforation has been the 
time honored treatment of choice among most 
surgeons. It is an emergency treatment designed 
primarily to save life rather than cure the ulcer. 
In closure of the perforation, the surgeon has a 
quick and definitive means of terminating the 
peritoneal contamination. Immediate partial gas- 
trectomy is indicated when spontaneous gastro- 
duodenal hemorrhage and perforation coexist, 
and is the treatment of choice when perforation 
occurs through a malignant lesion. 


SMALL INTESTINE 


‘Tears or perforations in the small intestine 
may be closed individually if such closure does 
not compromise the patency of the lumen. If 
simple closure cannot be done safely, resection 
with end to end anastomosis will be necessary. 
Careful examination of the mesentery of the 
small intestine is necessary and portions of the 
intestine must be resected where vascular inju- 
ries jeopardize the viability of the bowel wall. 


COLON 


Injuries of the colon present a problem that 
taxes the judgment and skill of the operator. 
When the surgeon encounters a perforated lesion 
of the right colon in a completely unprepared 
patient, he must consider the possibilities of the 
pathology involved and consequences of an inade- 
quate procedure. Inflammatory lesions of the 
colon cannot always be distinguished from neo- 
plastic ones. The surgeon must base his judg- 
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ment on probabilities. Cancer of the right colon 
is not a rarity; symptoms of perforation may be 
the primary symptom. Excluding appendicitis, 
cancer is the commonest lesion of the right colon 
causing perforation. Perforation of the bowel 
in ulcerative colitis has always carried an omi- 
nous prognosis. Among the other causes of per- 
foration are amebic and bacillary dysenteries, 
and ulcers due to ACTH, cortisone, tuberculosis, 
typhoid, trauma. 

One of the most serious abdominal catastro- 
phes encountered by the surgeon is massive de- 
struction of hollow abdominal viscus produced 
by the prolonged use of a suction tube for de- 
compression of hollow abdominal viscus. This 
condition probably occurs when a timid physician 
attempts to substitute a tube for necessary sur- 
gery. 

For a single perforation, or a through and 
through perforation of the cecum, suture of the 
perforation and exteriorization of the involved 
portion following mobilization of the adjacent 
bowel is the treatment of choice. If there are ex- 
tensive injuries to the right colon, resection and 
ileotransverse colostomy may be necessary. Ex- 
teriorization of a portion of the transverse colon 
over a glass rod is a relatively simple procedure. 
Injuries to the splenic flexure or descending colon 
require extensive mobilization before exterioriza- 
tion can be carried out. Experience has shown 
that injuries to the extraperitoneal portions of 
the colon should be treated by proximal colos- 
tomy, with suture of the rent in the bowel and 
drainage. 


LIVER 


The liver is frequently injured in abdominal 
wounds. Laceration of this organ must be su- 
tured. The use of hemostatic packs have aided 
considerably in the control of hemorrhage. These 
packs are placed in the rent and may be sutured 
there if necessary. Owing to the extreme friabil- 
ity of the liver, it is best to use mattress sutures 
as they have less tendency to tear. In all liver 
injuries, it is advisable to place a drain down 
to the region of the tear to prevent the develop- 
ment of bile peritonitis. The drain may be 
brought out through a separate stab wound. 


SPLEEN 
Injuries to the spleen are best treated by sur- 
gical removal of the injured organ. 
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KIDNEY 


Injuries to the kidney rarely require nephrec- 
tomy unless there is damage to its main vessels. 


PANCREAS 


The pancreas is often injured. In these cases, 
hemorrhage must be controlled, the rent or lacer- 
ation of the capsule sutured, and a drain placed 
close to the site of injury to allow for the escape 
of pancreatic secretions. 


URINARY BLADDER 


Lacerations or tears of the urinary bladder 
should be sutured in layers and constant suction 
through a suprapubic cystotomy or the introduc- 
tion of an indwelling catheter. The wounds 
should all be drained down to the space of Ret- 
aus. 


Opportunities for the practitioner 


The practitioner can follow the natural course 
of disease and its modification by all manner of 
influences: a huge field of unending interest and 
challenge. He can study the efficacy and dangers 
of new remedies. Every effective measure opens 
new avenues for research into the fundamental 
nature of the disorder affected. Each great ad- 
Vance raises far more questions than it answers, 
and opens doors for useful investigation to prac- 
titioers who can see the opportunities. Any 
clinical field in which there is nearly universal 
acceptance of current ideas is ripe for critical 
questioning and productive research. 

The exact observations of Trousseau in the 
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CONCLUSION 

It is evident that the survival of a patient 
with a perforation or tear of an abdominal viscus 
is directly related to the promptness with which 
surgical correction of the defect is accomplished. 
Whenever the possibility of perforation exists, 
every effort should be made to establish the diag- 
nosis at once. 

With a penetrating type of injury, it is neces- 
sary to examine all the organs of the abdominal 
cavity. 

No one method of treatment should be con- 
sidered ideal for all types of perforation of an 
abdominal viscus. 

The prolonged use of a suction tube as a sub- 
stitute for necessary surgery should be con- 
demned. 

9243 South Bell Av. Chicago 20, Illinois 


middle of the last century led him to doubt the 
value of bloodletting and other current measures 
used in treatment of people with strokes, and he 
ceased to use these methods because, as he said, 
“experience has taught me that patients do better 
without them.” William Pickles, during his vears 
of general practice in Yorkshire, in addition to 
throwing much light on the epidemiology of 
common infections, was the first in England to 
report cases of Bornholm disease. Many similar 
examples of important contributions by practi- 
tioners of former and modern times could be 
cited did time permit. R. F. Farquharson, F.R. 
C.P. The Value of Participation in Research in 
the Continuing Education of the Practicing Doc- 
tor. Brit. M. J. Sept. 5, 1959. 





Obesity and Atherosclerotic 
Coronary Heart Disease 


JEREMIAH STAMLER, M.D., CuHicaco 


wad is a major health hazard. Coronary 
disease, cerebral vascular disease, hyperten- 
sive disease, nephritis, and diabetes occur more 
frequently in the obese. 

Since atherosclerotic coronary heart disease is 
epidemic in middle-aged and elderly Americans 
today, the association between it and obesity is 
especially important. The following are a few 
representative statistics: Depending on the de- 
gree of obesity, middle-aged overweight men de- 
veloped coronary disease one and one-half to 
three times as often as men of normal weight." 
Men experiencing a 20 per cent or more weight 
gain from young adulthood to middle-age de- 
veloped two and one-half times as much coronary 
disease as men not gaining this much weight. 

When overweight was accompanied by other 
defects, the risk of premature coronary heart dis- 
ease was increased even more. Obese, hyperten- 
sive men had a coronary incidence rate four times 
greater than nonobese, normotensive men.’ The 
risk in obese, hypercholesterolemic men was even 
greater, and those with all three defects were 
especially susceptible.? Overweight diabetic men 
also were highly prone to develop coronary dis- 
ease in middle-age. 

The challenge of these findings is driven home 
by the fact that 20 to 30 per cent of middle-aged 
men are obese; 10 to 15 per cent are obese and 
hypertensive or obese and hypercholesterolemic, 
or have all three defects. 

These findings also have great practical sig- 
nificance, for they point the way to a possible 
approach to the prevention of atherosclerotic 

From the Heart Disease Control Program, Chicago 
Board of Health, Herman N. Bundeson, M.D., Presi- 
dent. 

Assistant Professor of Medicine, Northwestern Uni- 
versity Medical School, Chicago. 

While the Nutrition Committee of the Chicago Heart 
Association is sponsoring this article, the opinions ex- 
pressed are those of the authors and do not necessarily 
represent the official view of that committee. 
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coronary disease. Thus, it is now possible to 
assess risk of premature coronary disease in men 
as yet free of clinical evidence of the disease, 
Obesity, hypercholesterolemia, hypertension, dia- 
betes, hypothyroidism, renal damage, and heavy 
smoking make men susceptible to premature 
coronary disease, especially when they occur in 
combination. Their recognition permits the phy- 
sician to identify high risk individuals before 
they develop signs or symptoms of atherosclerotic 
coronary heart disease. 

All these defects are amenable to modern med- 
ical therapy. They may be muted, controlled, or 
eliminated thus offering the possibility of con- 
verting high risk men into moderate or even low 
risk individuals. Thus the possibility arises of 
preventing coronary disease. 

It is against the background of this challenge 
that the medical profession today confronts the 
difficult problem of achieving effective obesity 
correction. In approaching this problem, it is 
important to keep in mind that insidious over- 
eating is an ingrained habit established and rein- 
forced by deep-rooted causal factors in the 
United States today not only personal and indi- 
vidualized, but also social and cultural. Basically, 
that is why obesity is such a common problem 
among us today, and such a difficult one. 

Adult habits are never easy to change. Drug 
therapy of disease is a cinch compared to the 
treatment of obesity. This is so, precisely because 
real success in the latter depends ultimately upon 
breaking a habit pattern—despite social and cul- 
tural pressures tending to maintain it—and es 
tablishing a new one. The first prerequisite for 
success in such an undertaking is the skillful 
nurturing of patient motivation. The second is 
detailed attention to and guidance of the patient 
in his process of nutritional de-conditioning and 
re-conditioning. 

Particular emphasis must be given to the con- 
cept of working for a permanent change in eat- 
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ing habits. This viewpoint is stressed in prefer- 
ence to the idea of going on a diet, since the lat- 
ter is regarded by many subjects as a temporary 
chore akin to taking medicine for illness. Once 
the cure has been effected, they assume treatment 
may be stopped. Thus the basis is laid for re- 
gaining the excess weight previously lost. 

To avoid this pernicious cyclical process, a 
perspective must be developed of a change in 
eating habits to be achieved in two phases—a 
period of gradual weight reduction, followed by 
an indefinite period on a maintenance regimen, 
with interval supervision until the desired new 
habit pattern is fully established. During both 
phases, the dietary recommendations are de- 
signed to achieve and maintain not only optimal 
weight, but also optimal nutrition and optimal 
levels of serum cholesterol and blood pressure. 
The previous dietary pattern is altered both 
quantitatively and qualitatively. 

This approach, it should be noted, precludes 
crash diets—be they banana diets, grapefruit 
diets, lettuce diets, formula diets, or what have 
you from the armamentarium of the faddists. It 
also precludes diets high in animal fat, since 
they tend to raise serum cholesterol levels.** 
Similarly, drugs for weight reduction—be they 
appetite-suppressants (bulk replacers, sedatives, 
tranquilizers, amphetamines, et al.) and/or 
metabolism-accelerators (thyroid hormone, et 
al.)—are temporary adjuvants at best, to be 
used briefly when absolutely necessary to help 
people get over the hump in the initial period 
of weight reduction. 

Consider for example, a 45 year old male, 
5’8” tall, of medium frame, weighing 190 lbs, 
with a history of a 40 pound weight gain since 
age 25. A desirable weight, based on this history 
and the available tables, is 150 pounds. Esti- 
mated daily caloric intake for maintenance of 
desirable weight is 150x15 = 2,250 calories. A 
recommended intake of 1,500 calories would 
mean a deficit of 700-800 calories per day or 
4.900 to 5,600 per week. Progressive weight re- 
duction should proceed at a gradual pace of 
about 1.5 pounds per week. Desirable weight 
should be achieved in about 25 weeks. During 
this time period, considerable progress should 
be made in reconditioning the subject to new 
eating habits. A reasonable recommendation is a 
daily ‘ood intake composed of 100 grams protein 
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(yielding 400 calories), 140 grams carbohydrate 
(yielding 560 calories), and 60 gram fat (yield- 
ing 540 calories). The fat intake is regulated 
so that the 60 gram total is composed of 40 to 
45 grams unsaturated fat and 20 to 15 grams 
saturated fat, yielding a ratio of unsaturated to 
saturated fat of 2:1 or 3:1, and pari passu, a 
small intake of cholesterol. This pattern is 
known to result in alleviation of hypercholesterol- 
emia in most cases*®, Particularly if elevated 
blood pressure also is a problem, salt intake is 
regulated. 

Such a pattern readily permits a high intake 
of all essential nutrients—vitamins, minerals, 
amino acids, and fatty acids. By making pro- 
vision for intake of considerable bulk (with few 
calories per forkful), and a moderate fat intake, 
it goes as far as possible in the circumstances 
toward achieving satiety, or at least a minimum 
of hunger discomfort in the early weeks of 
weight reduction. 

The foregoing considerations add up to recom- 
mendations emphasizing lean meats and poultry 
(round steak, veal, game, chicken, and turkey), 
fish, skim milk, cottage cheese, whole grain or 
enriched flour products, fruits (including cit- 
rus), vegetables (including dark green and yel- 
low), and vegetable oils (in modest quantities 
during the months of weight reduction). These 
recommendations permit delectable recipes, pro- 
viding gourmet delights even during weight 
reduction.® 

To be de-emphasized are fat cuts of meat, 
table spreads, and solid cooking fats (butter, 
margarine, lard, hydrogenated vegetable fats, 
hacon, and salt pork), cooking methods involving 
addition of solid fat rather than its removal. 
Also to be de-emphasized are alcohol and car- 
bonated beverages, cheese, cream, eggs, rich 
foods (pastries, pies, cakes, ete.)—foods high in 
calories per forkful because of their high content 
of processed fats and refined carbohydrates, and 
low in nutrients. 

It is essential also to advise the subject con- 
cerning all habit patterns, not just diet. Consid- 
er the problem of sedentary living—lack of 
physical activity. A 15 minute brisk walk con- 
sumes about 50 additional calories; a 10 minute 
swim, about 50 calories; bicycling or working 
out on a rowing machine for 10 minutes, about 
50 calories. Excessive intake of only 50 calories 
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per day can lead to gross obesity in middle age. 
Additional energy expenditure of 50 calories per 
day through moderate regular exercise can be 
of considerable importance in the prevention and 
treatment of obesity, provided the stimulus to 
appetite is kept under control. Nor is it neces- 
sary to belabor the importance of contending 
with excessive use of tobacco and alcohol, fa- 
tigue, stress, strain, and tension. 

No discussion of obesity is adequate without a 
strong plea for effective action by the physician 
to encouragé~prevention. Preventive medicine 
is a well established part of pediatric and obstet- 
ric practice. In this era, when our major public 
health problems are the so-called chronic degen- 
erative diseases of middle age—hypertensive and 
atherosclerotic diseases, diabetes, the arthritides, 
mental illness, and neoplastic diseases—preven- 
tive medicine must come to the fore in the work 
of generalists and internists with adult patients. 
The prevention of obesity is of no small import- 
ance in the prophylaxis and therapy of many 
of the foregoing diseases. 

Physicians are more and more seeing young 
adults, in their twenties and thirties, for periodic 
health check-ups in private practice, and in in- 


Stone Age diet 


The Stone Age all-meat diet is wholesome. 
It is an eat-all-you-want reducing diet that per- 
mits you to forget you are dieting—no hunger 
pains remind you. It saves time and money. Best 
of all, it improves the temperament. It somehow 
makes you feel optimistic, mildly euphoric. 

Stef {Vihjalmur Stefansson) used to love his 
role of being a thorn in the flesh of nutritionists. 
But in 1957 an article appeared in the August 
J.A.M.A. confirming what Stef had known for 


dustrial and labor medical departments. Many 
are still at or near desirable weight, or perhaps 
have put on only a few pounds. Possibly they 
show a pattern of small weight gain, let us say 
5 pounds, for the first time in the intervening 
year. This is the juncture for vigorous inter- 
vention by the physician to prevent obesity. This 
is the point at which he can achieve the best 
success in combating obesity—and the greatest 
hope for success in preventing its concomitant 
health hazards. It is highly worthwhile, there- 
fore, to make this preventive approach a routine 
part of American medical practice among adults. 
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years from his anthropology and his own experi- 
ence. The author of this book also has popu- 
larized Stef’s diet in England, with the blessing 
of staid British medical folk. Was it with the 
faintest trace of disappointment that Stef turned 
to me, after a strenuous nutrition discussion, 
and said: “I have always been right. But now I 
am becoming orthodox! I shall have to find a 
new heresy.” Evelyn Stefansson. Apr. 22, 1959. 
Preface in Eat Fat And Grow Slim by Dr. 
Richard MacKarness. Garden City, N. Y., Dow 
bleday, 1959. 
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Principles of Management With 


Corticosteroid Drugs 


SAMUEL C. Bukantz, M.D., DENVER 


he basic precepts under which the corticoster- 

oid drugs are used at the Jewish National 

Home for Asthmatic Children in Denver consist 
of the following: 

1. There is no wish to use the corticosteroid 
drugs; whenever it is clinically possible to 
do so, the drugs are not employed at all. 
When they are used, they are given in as 
small a dose and for as short a period of 
time as it is possible. 

. The corticosteroid drugs are not considered 
to be cures for any allergic disease, includ- 
ing asthma. 

. It is the intent of the staff to discontinue 
the use of the corticosteroid drugs as soon 
as it is humanly possible to do so. 

. The staff is completely cognizant of the 
fact that these are extremely potent drugs, 
especially in the growing child because of 
their prominent effects in certain dosage. 

. It is believed that a full physiologic and 
pharmacological knowledge of the action 
of these agents is absolutely essential to 
their proper use. 

. All patients who are under therapy, es- 
pecially children, deserve and obtain the 
closest possible supervision, especially dur- 
ing the several months following with- 
drawal of the drugs during any single 
course of therapy. 

. Much more information is needed concern- 
ing adrenal-cortical responses at various 
stages following the institution of cortico- 
steroid therapy in asthmatic children, and 


Medical and Research Director, Jewish National 
Home for Asthmatic Children and Children’s Asthma 
Research Institute and Hospital; Associate Professor 
of Clinical Medicine, University of Colorado School of 
Medic ne. 

Summary of a talk given at the 119th Annual Meet- 
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preliminary steps have been taken at the 
Jewish National Home to establish investi- 
gative programs designed to obtain such 
information, 

Utilizing these general principles in the ad- 
ministration of the corticosteroid drugs to pa- 
tients, they are the most valuable therapeutic 
agents available for the management of the al- 
lergic diseases. Indeed, they are life-sparing and 
extremely helpful in total rehabilitation of the 
often mentally and physically crippled children 
who suffer from intractable bronchial asthma. 
Our clinical experiences are with the most severe 
cases of asthma that can possibly be obtained. 
Admission to the institution is restricted to in- 
tractable asthma—i.e., that form of asthma that 
has resisted the most approved and best forms 
of therapy available for one to two years in the 
community from which the child comes. Within 
the definition of asthma, and other allergic dis- 
eases, the author believes that reversibility by 
corticosteroid drugs should be included. 

The statistics of our recent experiences with 
particular reference to the utilization of the 
corticosteroid drugs will be reviewed. The evi- 
dence is that among admissions since July 1, 
1958, 98 per cent of the patients had anti-inflam- 
matory steroids at some time prior to their ad- 
mission to our institution. Of these children, 
approximately 60 per cent are on corticosteroid 
drugs in maintenance dosage at the time of their 
admission. These figures compare with those of 
the preceding year—i.e., July, 1957 to June 30, 
1958—to indicate an increasing trend toward 
admission of patients who are considered such 
severe cases as to require the use of the anti- 
inflammatory or corticosteroid drugs. After ad- 
mission, approximately 25 per cent of children 
on the drugs can be withdrawn within one 
month; an additional 25 per cent within the 
second month; and approximately 20 per cent 
more during the next four months. There re- 
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mains 30 per cent or more arriving on mainte- 
nance dosages of the corticosteroids who cannot 
be withdrawn during a one or two vear residence 
at Denver. It is believed that this represents a 
biologically unique population of asthmatic chil- 
dren, and a project is in process for more inten- 
sive study of the characteristics of this popula- 
tion of patients in comparison with other in- 
tractable asthmatics and with nonintractable 
asthmatics. 

Individual case presentations will illustrate 
several interesting clinical associations observed 
during the use of the drugs; for example, the 
inverse relationship between the response of 
asthma and atopic dermatitis when both are 
present simultaneously ; the occurrence of asthma 
after a long quiescent period following the initi- 
ation of control of atopic dermatitis with anti- 
inflammatory steroids; some observations on the 
effect of dexamethasone on weight, diabetic tend- 
encies, and the occurrence of asthma that would 
suggest that this drug has effects similar to those 
corticosteroids previously described; the ap- 
parent effect of an epidemic of a febrile viral 
illness upon suppressing the manifestations of 


County medical society as censors 


Recent years have witnessed nagging attacks 
by certain government personnel and agencies 
against the medical profession. The press has 
not been too kind in this direction either. The 
attack seems to be against “organized” medicine. 
What the critics don’t seem to take into account 
is that medicine in this country is organized as 
much for the protection of the patient as it is 
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asthma for a short time during the peak of tie 
epidemic; the failure of maintenance dosag.s 
of the anti-inflammatory or corticosteroid druzs 
to affect significantly the level of fever reached 
as compared with patients not receiving these 
by patients under treatment with these drugs 
drugs during the course of an epidemic; and, 
finally, the failure of full maintenance dosages 
of the corticosteroid drugs to reverse a positive 
tuberculin test in a patient. 

Among the clinical suggestions to be stressed 
are that patients in the childhood age group who 
have a positive tuberculin test should, when re- 
ceiving corticosteroid drugs, be given the benefit 
of full therapeutic doses of isoniazid and para- 
amino salicylic acid. This therapy should he con- 
ducted for the duration of corticosteroid therapy 
and for perhaps a month after its discontinu- 
ance. The final point to be made is the observ- 
ance of careful clinical surveillance and the 
institution of appropriate laboratory procedures 
throughout the course of observation of patients 
on these drugs to permit their wide usage without 
any significant complications or side effects. 


for the physician. We would not enjoy such 
benefits as emergency call service or the reduc- 
tion of fees for lower income bracket patients if 
it were not for the fact that our physicians get 
together and iron out these problems. And don’t 
forget that every county medical society has a 
board of censors for the express purpose of dis- 
ciplining its own membership. Marc Woodward. 
Detailing is Also Public Relations. Rhode Island 
M.J. Aug. 1959. 
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CASE REPORTS 





Malignant Lymphoma 


and Hashimoto’s Disease 


InviNG RupMAN, M.D., CLaupE W. Otto, M.D., AND BEN H. Neman, M.D. 


HE possible relationship between malignant 

lymphoma of the thyroid gland and Hashi- 
moto’s disease has been a subject of recurring in- 
terest.'? Neither condition is common but many 
published cases of thyroid lymphoma report the 
coexistence of Hashimoto’s struma.* It has been 
suggested repeatedly that malignant thyroid 
lymphoma may evolve from a pre-existing lym- 
phocytie thyroiditis. We recently treated a pa- 
tient whose clinical course seems to represent an- 
other facet of this problem. 

The patient, a 57 year old white female, con- 
sulted her physician in November of 1957 be- 
cause of the recent appearance of several nodules 
in the neck, Twenty years before, she had under- 
gone surgery for removal of “goiter.”’ No infor- 
mation is available concerning the histological 
diagnosis but the patient feels certain the lesion 
was interpreted as benign. There were no asso- 
ciated symptoms of hyperthyroidism. Following 
surgery she had had no complaints related to the 
neck region until three painless nodules devel- 
oped almost simultaneously, one in the region 


From the Hedges Clinic, Frankfort, Silver Cross 
Hospital, Joliet, and Chicago Medical School, Chicago. 
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of the surgical scar and the other two on the 
right side of the neck. No symptoms were pres- 
ent suggesting thyroid malfunction. 

Physical examination was essentially normal 
except for the neck. In the area of the thyroid 
isthmus there was a 2 x 3.5 em. movable, firm, 
and nontender nodule. There were two movable, 
nontender nodules overlying the right sterno- 
mastoid muscle in its midportion, the larger 2 
em. in diameter. There no demonstrable 
lymphadenopathy elsewhere. 

Laboratory studies revealed normal cell counts 
and morphology in the peripheral blood. Chest 
X-ray and urinalysis were normal. ; 

At operation an encapsulated, nonadherent 
nodule of the thyroid isthmus was removed. It 
was not possible to identify positively any other 
thyroid tissue in the area. Both nodules were 
removed from the right sternomastoid area. 

Microscopic examination of the thyroid nodule 
revealed the presence of isolated acini separated 
by dense collections of lymphoid cells (Figure 1). 
In many areas, lymph follicles with germinal 
centers were prevalent. At the periphery of the 
nodule, small collections of lymphoid cells were 
seen in the dense fibrous stroma and between 


was 
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x 110). 


small acini (Figure 2). Sections from the cervi- 
cal lymph nodes showed hyperplasia with occa- 
sional formation of large follicles (Figures 3 and 
4). The histological diagnoses were Hashimoto’s 
struma and nonspecific hyperplasia of the lymph 
nodes. 

The patient’s immediate postoperative course 
was uncomplicated except for the development of 
symptoms of hypothyroidism. They were con- 
trolled readily with desiccated thyroid. 

Five months after surgery the woman again 
developed a mass in the right sternomastoid area, 
which enlarged to a diameter of 4 cm. It was as- 
sumed that this represented further cervical node 
hyperplasia, secondary to thyroiditis and opera- 
tive trauma. Empirically the decision was made 
to treat the mass by X-ray therapy, totaling 1,000 
r. Six weeks after the start of radiation, the 
mass liquefied and discharged spontaneously 
through the skin. Rapid healing followed. 

One year after removal of the thyroid nodule, 
the patient developed a movable, firm, and non- 
tender mass in the right axilla which was 6 x 5 
em. J‘he remainder of the physical examination 
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Figure 2. Hashimoto’s thyroid struma (H. & E. 
x 400). 


was normal. Peripheral blood and chest X-ray 
examinations were normal. 

At this time the tissue slides of the previously 
excised thyroid gland and cervical nodes were 
reviewed. The pathologist suggested a possible 
diagnosis of giant follicular hyperplasia in the 
cervical nodes (Figures 3 and 4). He saw no 
evidence to invalidate the original diagnosis of 
Hashimoto’s struma in the thyroid nodule. 

The right axilla mass was removed with sev- 
eral satellite nodes. Microscopic examination re- 
vealed a lymph node in which the architecture 
was destroyed (Figures 5 and 6). The follicles 
were obscured. The sinuses and cords were 
packed with uniform ovoid cells which were 
small and had a lymphocytic appearance. ‘The 
chromatin of the nuclei often were slightly 
clumpy. A few mitotic figures were seen. Be- 
tween these dense groups of lymphoid cells was 
a fine reticulum. The histologic diagnosis was 
lymphosarcoma, 


DISCUSSION 


Since lymphocytic infiltration of the thyroid is 
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Figure 3. Giant follicular hyperplasia of cervical 
lymph node initially interpreted as nonspecific hy- 
perplasia (H. & E. x 110). 


rather common in older women, it is possible 
that a diagnosis of Hashimoto’s disease in such 
individuals is not always valid. The histological 
changes may reflect an aging process in the 
gland rather than a superimposed disease. Never- 
theless, in relation to thyroid lymphoma, this 
distinction may be a matter of semantics. It 
seems to be well established that lymphosarcoma 
of the thyroid gland is most common in the same 
sex and age group that develops benign lympho- 
cytic changes. 

To argue that Hashimoto’s struma predisposes 
to malignant thyroid lymphoma would seem to 
deny the widely accepted thory of the multicen- 
trie origin of lymphoma. However, malignant 
thyroid lymphoma is almost always rapidly fatal 
and perhaps it is the time element that precludes 
the development of other foci. 

The findings reported in this case would seem 
to indicate a direct relationship between the in- 
itial hyperplasia of the cervical nodes and later 
development of lymphoma of the axillary nodes. 
Moreover, it is tempting to assume that the si- 
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Figure 4. Giant follicular hyperplasia of cervical 
lymph node initially interpreted as nonspecific 
hyperplasia (H. & E. x 400). 


multaneous appearance of the enlarged cervical 
nodes and the thyroid nodule was not coinciden- 
tal. 


We may speculate on the implications of the 
clinical course presented by this patient. It is 
conceivable that benign lymphocytic thyroid in- 
filtration may signal a basic derangement in 
lymph tissue, ultimately progressing in some 
cases to clinical evidence of multicentric lym- 
phoma. This case might then be interpreted as 
demonstrating several stages in the progress 
from abnormal but benign lymphocytic derange- 
ment to lymphosarcoma. 

The tendency for lymphocytic infiltration to 
involve the thyroid gland and small intestine 
on occasion may dictate the first appearance of 
lymphosarcoma in these areas. This would not 
preclude the development of lymphoma in other 
regions if the initial lesion is not rapidly fatal. 
In the patient described in this report, excision 
of the thyroid isthmus apparently removed most 
of the remaining functional thyroid tissue. Per- 
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Figure 5. Lymphosarcoma of axillary lymph 


node (H. & E. x 110). 


haps this may have deterred the early develop- 
ment of a thyroid lymphoma. 
This case has been presented in the belief that 


it provides fragmentary information pertinent to 
the problem of the lymphoma diseases. 


Figure 6. Lymphocarcoma of axillary lymph node 
(H. & E. x 400). 
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Moderator: 

RoBertT J. FREEARK, M.D. 
Director of Surgical Education 
Cook County Hospital 


Discussants: 

NATHAN Croun, M.D., Professor of Sur- 
gery, Chicago Medical School; Chairman of 
Department of Surgery, Michael Reese Hos- 
pital 

EverRETT Nicuo.was, M.D., Assistant Clinical 
Professor of Surgery, Stritch School of 
Medicine of Loyola University; Attending 
Staff, Cook County Hospital 


Dr. Robert Freeark: Few problems in all of 
surgery possess the challenging aspects of diag- 
nosis and treatment that occur with bowel ob- 
struction. Here within a single patient are the 
intricacies of radiologic interpretation, diagnos- 
tic physical findings, biochemical derangements, 
and demands upon surgical technique that have 
tried the talents of many an outstanding sur- 
geon. Our subject today concerns one of the most 
interesting types of bowel obstruction. The se- 
quence of events, when a segment of bowel be- 
comes twisted about its mesentery, is in many 
respects the same as in simple obstructions oc- 
curring at any location in the gastrointestinal 
tract. However, in volvulus these mechanical and 
pathologic alterations are accelerated and inten- 
sified by early interference with circulation. De- 
lay in diagnosis or in the institution of prompt 
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Volvulus of the Colon 


Department of Surgery 
Cook County Hospital 


and aggressive therapy weighs heavily against 
the patient’s chances for survival. 

We are fortunate to have with us today two 
surgeons well qualified to discuss this problem. 
Dr. Crohn is an authority on the problems of 
bowel obstruction as well as diseases of the colon. 
An able surgeon and gifted teacher, his responsi- 
bilities as chairman of the surgical department 
at Michael Reese Hospital have provided consid- 
erable experience with this condition. Dr. Nich- 
olas was one of the first surgical residents to 
train at Cook County Hospital. He learned well 
the lessons of bowel obstruction under the expert 
tutelage of the late Dr. Roger Vaughn. Dr. Nich- 
olas is one of the recent additions to the attend- 
ing staff in surgery at this hospital. His techni- 
cal skill, vast clinical experience, and enthusias- 
tic teaching have long ago established him as one 
of the most sought after consultants in the hos- 
pital. 

Case 1. Dr. William Marshall (surgical resi- 
dent): This 19 year old Negro male entered 
Cook County Hospital on March 15, 1959, with 
complaints of cramping abdominal pain of two 
days’ duration. The onset was sudden, and the 
pain was poorly localized by the patient but re- 
curred in waves every 15 to 20 minutes. His last 
bowel movement had been three days prior to 
admission. Vomiting was denied. His past. his- 
tory, obtained from his mother, revealed periodic 
episodes of cramping abdominal pain lasting sev- 
eral hours at a time since the age of 10. The pa- 
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Figure 1. 


tient had experienced six to eight such attacks 
every year but all were of short duration, had 
not required hospitalization, and were mild by 


comparison with the present episode. 

Physical examination at the time of admission 
1evealed a well nourished Negro male with 
marked abdominal distention and mild lower 
abdominal tenderness. ‘The remainder of the ex- 
amination was not remarkable except for the 
vresence of high pitched obstructive bowel sounds 
coincident with the complaint of abdominal! 
cramps. Urinalysis and hemogram were within 
normal limits. 

Roentgenograms on admission showed marked 
gaseous distention of the sigmoid colon. Sub- 
sequent emergency barium enema (Figure 1) 
confirmed the presence of a low simoid obstruc- 
tion. 

Dr. Freeark: Dr. Leon Love of the depart- 
ment of diagnostic radiology will review these 
films. 

Dr. Leon Love: Careful study of this patient’s 
initial X-ray films suggests a diagnosis of sig- 
moid volvulus. A good radiologic examination 
without barium is all you need to make that diag- 
nosis. The thing that strikes you immediately is 
the large air filled sac without haustrations and 
with smooth margins that occupies most of the 
film. The origin of this loop must be determined. 
The cecum is readily identified in its nomal loca- 
tion. The remainder of the ascending, transverse, 
and descending colon is somewhat dilated to the 
level of the sigmoid, and at this point the large 
dilated loop begins. Whenever this is found look 
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Figure 2. 


Figure 3. 


for three white lines converging at the area of 
the base of the distended bowel which usually 
represents the site of volvulus. 

On the upright and lateral decubitus projec- 
tions there is a long air fluid level in the mid- 
abdomen within the saclike area. The loops of a 
sigmoid volvulus may point to the right or to the 
left, but the latter is more common. 

On barium enema the barium column ad- 
vances to the paint of twist and identifies the 
site of obstruction. Surgeons call this opaque 
mass of barium the “ace of spades” sign, while 
radiologists refer to it as the “bird of prey.” The 
terms merely identify the tapering barium as it 
approaches the site of volvulus. 

Dr. Marshall: The patient’s abdomen was 
moderately tender on admission to the hospital 
but he was afebrile. Emergency surgical explora- 
tion was considered, but an attempt at nonopera- 
tive reduction of the twisted loop of bowel was 
elected. Accordingly a sigmoidoscope was in- 
serted into the rectosigmoid region and a large, 
well lubricated rectal tube was passed gently 
through the scope to the point of obstruction 
and into the distended twisted loop. A dramatic 
and unforgettable release of air and fluid quick- 
ly ensued and abdominal distention disappeared. 

Dr. Freeark: Dr. Crohn, we present you with 
this case for discussion at this point. Do you 
agree with the management, and where do we go 
from here? 

Dr. Nathan N. Crohn: One can hardly argue 
with success. Here is a boy who obviously is 
otherwise in good condition and who, generally 


Illinois Medical Journal 





gan 
and 
red 
he | 
the 

if 
extr 
fou 
mus 
the 

exce 
cont 
defls 
rest¢ 
this 

If ¢. 


the 


a lor 


for N 


speaking, could withstand surgery of consider- 
able magnitude. The ideal operation would be 
the removal of the entire loop that is involved 
and the performing of an end-to-end anastomo- 
sis. This operation may be done if the bowel 
proximal to the proposed anastomotic line is 
healthy. As a rule, dependent upon the duration 
of the obstruction, not only is the involved loop 
distended but the proximal colon also is dis- 
tended. Unless distention is of short duration, 
that bowel has impaired circulation and viability 
and may fail to heal. When leakage of such an 
anastomosis occurs, a high mortality rate can be 
anticipated. Thus every effort should be made 
to avoid such an operation. 

In recent years, much success has been ob- 
tained in deflation of the distended sigmoid loop 
hy passage of a rectal tube, either with or with- 
out the use of a proctoscope. The pressure that 
builds up in such a closed loop is considerable 
so that if you are successful in passing the tube, 
it is best to stand to one side because of the force- 
ful expulsion of air and odor which is unex- 
pectedly sudden. If, after successful passage of 
the tube, expulsion is not forceful, infarction 
or necrosis of the involved loop in the neglected 
case should be suspected. Cases have been re- 
ported of successful deflation of loops that were 
gangrenous in strangulation obstruction. Alert 
and suspicious observations are in order after 
reduction. If successful, the rectal tube should 
be left in place for a few days until the tone of 
the bowel musculature returns. 

[t must be remembered that this bowel wall is 
extremely thin since the colon is stretched to 
four or five times its normal diameter. As the 
musculature is stretched, its tone is lost, in much 
the same way as a rubber band that is stretched 
excessively. Tone and resiliency are lost, and 
contractility is so impaired, the loop must be 
deflated for several days before contractility is 
restored and its function resumed. Not until 
this oceurs is it wise to operate upon the patient. 
If the rectal tube is successful in its purpose, 
ihe emergency is tided over. The patient may 
then systemically as well as locally be brought 
to optimum condition for a definitive one stage 
operation, namely, resection and primary anas- 
tomosis. 

In the case under discussion, I would leave 
the rectal tube in place for a few days and allow 
a longer period (10 to 14 days or more) for 
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recuperation. Too long a wait may permit recur- 
rence, especially in the younger patient. If the 
rectal tube fails in its purpose, laparotomy is 
indicated and usually a resection of the obstruc- 
tive loop is performed. An anastomosis, which 
is largely a colostomy closure, is done at a later 
date. 

Dr. Freeark: We embarked upon a program 
much as you describe, but the patient elected to 
remove the rectal tube sooner than we had 
planned, with recurrence two days later of dis- 
tention and abdominal pain. Dr. Marshall rein- 
serted the rectal tube in hopes of regaining de- 
compression. This was associated with the pas- 
sage of some air but not the dramatic deflation 
that was achieved the first time. 

Dr. Love: Roentgenograms taken at this time 
show this large distended loop has decreased in 
size, 

Dr. Marshall: The films that were taken after 
insertion of the rectal tube a second time were 
interesting. I think it would have deflated easily 
but I kept advancing the tube up. It went up 
into the loop, turned around and came back 
down below the point of twist. It was obvious at 
surgery that evening that the tube had gone up 
into the loop, turned around and come back 
down. If there had been holes along the tube he 
would have been decompressed. As it happened, 
the only air holes in the tube were at the tip 
which no longer rested in the distended loop but 
had returned to the rectum. 

Dr. Freeark: Failure to accomplish reduction 
and the patient’s growing dislike for the afore- 
mentioned manipulations led to surgical explora- 
tion, and I would like now to show some pictures 
taken at the time of surgery. The first one (Fig- 
ure 2) shows a loop of bowel brought out through 
the left paramedian incision; this represents the 
more proximal loop of sigmoid colon. The slide 
gives an idea of the degree of distention. In spite 
of its size, if ever there was a sigmoid volvulus 
that looked safe to resect and anastomose, this 
was it. Perhaps because of the earlier decompres- 
sion the bowel looked as though it would hold 
stitches well; it was empty and we were sorely 
tempted. The next slide (Figure 3) was in- 
tended to show a characteristic finding in 
sigmoid volvulus. The thickening at the base of 
the sigmoid mesocolon takes on a white plaque- 
like arrangement and is sometimes the only find- 
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ing in a patient who has had volvulus that has 
reduced spontaneously. It gives some indication 
that previous attacks, of which this patient com- 
plained, were related to this same volvulus. The 
extreme length of the sigmoid mesocolon also is 
made out. The photograph shows the loop after 
it was decompressed by manipulating the 
rectal tube. A separate incision of the Me- 
Burney type was made in the left lower quadrant 
and the loop of bowel exteriorized. Dr. Marshall 
later operated upon the patient and resected the 
loop, leaving him with a double barreled colos- 
tomy. The fecal stream came through the proxi- 
mal stoma and the other end was defunctional- 
ized. This colostomy was closed in due time and 
he is now restored to normal activity and bowel 
function. The resected specimen did not show 
evidence of an intrinsic defect that might ex- 
plain the occurrence of this condition at his age. 
We assume that he had a congenitally long sig- 
moid mesocolon that twisted periodically and, in 
this instance at least, did not untwist spontane- 
ously, 

Dr. Marshall: 1s volvulus of this type at this 
age seen commonly ? 

Dr. Crohn: 1 have never seen a patient with 
volvulus at this age. There are reports in the 
literature of volvulus in very young patients, but 
the majority of cases are in the older age group. 

Case 2. Dr. Eugene Broccolo (surgical resi- 
dent): This 75 year old white female was ad- 
mitted in a shocklike state on March 14, 1959. 
Past history obtained from relatives revealed the 
presence of hypertension and parkinsonism for 
many years. Hysterectomy, thyroidectomy, and 
cholecystectomy were the only occasions for hos- 
pitalization. A stroke two years earlier had left 
the patient bedridden and aphasic. Five days 
prior to admission, abdominal distention and 
discomfort were noted, along with cessation of 
bowel movement. The patient vomited once short- 
ly before admission, and an enema given at home 
returned fecal matter and bright red blood. 

On physical examination the patient was noted 
to be debilitated, markedly distended, ashen in 
color. Her blood pressure was 80/50 mm. Hg., 


respirations 40 per minute, temperature 100° F., 
and pulse 110 per minute. The abdomen was 
tympanitic and silent. There were well healed 


upper right paramedian and lower midline scars. 
Moderate tenderness was elicited throughout. 
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Rectal examination showed scant stool and ++ + 
++ stool benzidine. Hematocrit was 50 per 
cent. 

When abdominal roentgenograms were sugges- 
tive of sigmoid volvulus, attempts at proctoscopic 
rectal tube reduction were carried out without 
success. The patient was given saline, plasma, 
and blood and was taken to surgery four hours 
after admission with a blood pressure of 78/58 
mm. Hg. 

Dr. Love: Here we have two X-ray films 
(Figures 4 and 5) where again we see the large 
saclike distended area with no haustral markings. 
In this case we get a better idea of the thin wall 
Dr. Crohn mentioned, and there is a nice demon- 
stration of the three white lines converging at 
the point of twist. The remainder of the colon 
is in the form of a halo. On the lateral decubitus 
projection (Figure 5) there is a long straight 
air fluid level and a large distended air sac, and 
this is consistent with a diagnosis of volvulus. 

Dr. Broccolo: After seeing the films we at- 
tempted to reduce this volvulus through the 
proctoscope. After numerous attempts we were 
not able to pass the tube beyond the twist, al- 
though we could visualize the twist very well. 

Dr. Freeark: Proctoscopically was the bowel 
of normal color? 

Dr. Broccolo: Yes. I wasn’t concerned about 
the color at all. The bowel was slightly friable 
at the point of twist but the color was good. 

Dr, Freeark: Dr. Nicholas, we await your as- 
sessment of the management in this case, and | 
hope you will touch upon an important question. 
The use of rectal tube decompression has been 
advocated in certain cases of volvulus. Ts it in- 
tended for the fairly good risk patient, such as 
our first case, or for this bad risk patient in 
whom surgery is so obviously precarious ? 

Dr. Nicholas: 1 think it is obvious which of 
these two patients you would like to take care of. 
| also think that probably this is the way in 
which you find the disease of volvulus: it tends 
to be at one or other extreme in respect to the 
patient’s condition. He is either merely troubled 
or he is desperately and critically ill. Here is a 
patient with hypertension and _ parkinsonism; 
she has had a stroke and cannot tell you what is 
the matter; she has had two operations that 
might have been sufficient by way of adhesions 
to prevent this disease from occurring. She has 
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Figure 4. 


heen ill for five days with abdominal pain. If 
you have such a patient you know there is some- 
thing significant going on. It doesn’t matter 
whether it is gall bladder disease, appendicitis, 
or pelvic inflammatory disease; if it has been 
there for five days you are in for difficulties. 

This patient is vomiting and that is signifi- 
cant. Simple and uncomplicated volvulus with a 
closed loop may be unassociated with vomiting. 
If vomiting is present, something else is happen- 
ing. It may represent a closed loop where the 
tension is so great the proximal colon is ob- 
structed and no more air can enter, or there may 
he leakage with peritonitis. You know that some- 
thing beyond a simple torsion of a loop of bowel 
has happened. 

When such a patient comes to the ward it is 
apparent that she is not a person who can be 
iaken to surgery at this time. She is in shock. 
That means she is very sick and you don’t know 
why, but it is a clinical syndrome that usually is 
unmistakable. The patient requires remedies that 
are thought to be useful and helpful and known 
to you all. No doubt she had that treatment. It 
secs to me with the situation as it presents 
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Figure 5. 


here, if you are going to conceive of her as a sur- 
gical candidate, it should be soon because she has 
heen ill five days, her color is poor, the abdomen 
is tympanitic and silent, and X-ray indicates 
she has a serious condition that will not correct 
itself spontaneously. So we say this patient 
should have the simplest thing possible and per- 
haps pass a proctoscope and see if you can insert 
a rectal tube or, with the end of the instrument, 
effect detorsion and let some of this tremendously 
distended bowel be decompressed. This is not al- 
ways successful. It should be tried because if it 
is successful it affords an opportunity to correct 
the acute obstruction, to improve the patient’s 
condition, and to sterilize the bowel in anticipa- 


tion of surgery as soon as possible. Since you do 
not know whether detorsion will be possible, the 
patient should be prepared for surgery immedi- 
ately and the detorsion procedure attempted with 
the operating room ready. 

In the first case presented today, I suspect 


that I would have done a primary one-stage 
procedure because, had neomycin been started 
on admission, the bowel would be as sterile as 
possible. You had enough days to have a colon 
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that could be fairly well managed from the stand- 
point of contamination. In addition, when you 
have a situation like volvulus, you often do not 
have to do an anastomosis in the part where 
there is the most trouble. Rotation occurs only 
in the mesentery and the point of torsion may be 
ihe most strangulated portion, but beyond that 
there may be bowel that can be handled. So the 
anastomosis may be in an area that is not part of 
the volvulus. The proximal loop is not too much 
involved and the distal loop has been spared. 
Whether that was possible in the first case of the 
19 year old male I don’t know, but I suspect I 
would have done primary resection and have 
felt safe because the site of this anastomosis 
could be decompressed by leaving a rectal tube 
in the colon. Dr. Roger Vaughn used to say that 
one rectal tube was not much good, two were 
hetter, and three a great deal better. So you 
should not think in terms of using one colon 
tube because often the loop of bowel would come 
against the opening, but if you had more than 
one ultimately you could provide suction and 
get total decompression. I would add that it is 
not always difficult to pass more than one tube 
to bring about detorsion. On one occasion we 
used three tubes held together by rubber bands 
to make one unit and we had a good result. This 
is impossible if you pass the tube through the 
proctosigmoidoscope. If they are passed blindly, 
however, it can be done. 

From what we know about this second patient 
it is unlikely she will recover from her disease 
unless you can alter the process abruptly. These 
patients are either in little trouble or are in a 
great deal of difficulty, as this lady was, and I 
would suspect that you could not do more for 
her by way of preparation. The thing that is 
producing shock is the bowel that has lost its 
blood supply, and removal will have to be done 
soon because this patient will not tolerate wait- 
ing. It must be remembered, however, that this 
patient is vomiting and that she has something 
besides simple rotation. There is backing up into 
the small bowel or peritonitis is developing. I 
would be worried that there might be a gan- 
grenous bowel, and since minor efforts to alter 
the condition were not successful, I should take 
her to the operating room with three colon tubes 
as far up in that rectum as I could get them, and 
in the operating room I would hope to deliver 
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the tubes into the large, dilated, distended loop 
and thereby effect decompression. This can be 
done, even if the bowel is very dark and its wall 
in poor condition. Then you have a loop of bowel 
that is safer to manage and perhaps you can 
cause detorsion. Sometimes you are afraid to 
look at the bowel, let alone handle it. ‘This manip- 
ulation of intraluminal tubes in a distended 
bowel is serious business and nobody undertakes 
it lightly. You do not just untwist and think 
everything is all right. You will have less trouble 
accomplishing detorsion if you can decompress 
it by passing a tube or tubes into the loop of 
bowel after the abdomen is opened. 

In most of these patients I would try to do the 
least possible consistent with recovery. Take these 
loops of bowel outside the abdomen, close the 
wound around it, then clamp the bowel and re- 
move it after abdominal closure but during the 
same anesthetic time. Whether this is possible 
depends upon how deeply into the base of the 
mesentery the inflammatory response extends. I 
have seen cases where the root of the mesentery 
was so thickened that it was impossible to bring 
the loop above the abdominal wall! without fur- 
ther mobilization. Certainly no one should do an 
unprotected primary anastomosis on this type of 
patient. In this circumstance, the hastiest kind 
of anastomosis was performed and a proximal 
colostomy was done to protect it. 

The mortality rate in this condition is high. 
Proctoscopic reduction seems to have improved 
the results in some series. The average patient 
presents in the fifth or sixth decade and he is 
usually in serious trouble by the time he reaches 
the hospital. Neurologic and psychiatric diseases 
often are noted in these patients, probably re- 
lated to the chronic constipation and fecal re- 
tention. 

Dr. Crohn: In this second case there un- 
doubtedly is strangulation, which means impair- 
ment of blood supply, and in turn that means 
infarction and necrosis of the bowel. When that 
happens you have as additional causes of shock, 
septic contents of the loop of bowel, and im- 
paired viability of the wall of the bowel that 


permits migration of toxins through the bowel 
wall into the peritoneal cavity, often with over- 
whelming toxicity. 

Another thing to consider is that this second 
patient has been sick five days without fluid or 
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nourishment, plus loss of plasma into the lumen 
of the bowel, into the wall of the bowel, and into 
the mesentery of the bowel. In this patient at- 
iention should be focused on the patient as a 
whole and not just on the local pathology. The 
patient is far more important. She has a respira- 
tory rate of 40 per minute, temperature of 100° 
F., pulse rate of 110 per minute. She has had a 
stroke and many other difficulties. When is a 
patient hopeless? This is a hopeless patient if 
I ever saw one; she has no chance. The mortal- 
ity rate here is not 60 per cent but 100 per cent. 
Since it cannot be more than 100 per cent you 
inay do what you can. 

As for passing a rectal tube, it is more im- 
portant to deflate this patient’s bowel than in 
the younger patient who can wait a longer time 
for surgery. The chances for success here are al- 
most nil because of the site of the torsion and 
the condition of the bowel. 

The impression is that this is a complete block 
so that no tube or proctoscope will get through, 
so don’t try too hard. Try once but not too hard. 
Actually, perforation has been reported with 
enthusiastic attempts to pass tubes. There is no 
doubt here of the presence of strangulation and 
necrosis of the bowel with peritonitis. The least, 
and in this case I believe the most, that you can 
possibly do here is to spend a few hours in prep- 
aration of the patient. This woman has vomited, 
which may indicate that the proximal small bow- 
e] and stomach also may be distended so that she 
will profit from decompression from above as 
well. Shock should be treated with large amounts 
of plasma, in addition to blood, saline, and large 
doses of a broad spectrum antibiotic. Then under 
local anesthesia, exteriorization of the bowel 
should at least be attempted, although it may 
not be possible. 

Dr. Freeark: You have touched on a point of 
great controversy at this hospital. When do you 
operate upon a patient in shock? Given this 
situation of obstructed bowel due to volvulus and 
an associated volume deficit of the blood ele- 
ments, which is more important in the persistence 
of shock, the blood volume defect or the gan- 
grenous bowel, and how can you tell? 

Dr. Crohn: Both are important. Much evi- 
dence has been collected to indicate that infec- 
tion itself may be responsible for the shock. The 
total blood volume defect is important in that 
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it has an effect on the capillaries and organs 
throughout the body as well as locally. Shock 
due to sepsis from the gangrenous bowel will not 
be relieved by mere replacement of blood volume. 
Transfusions will not restore circulating blood 
volume because of the effects of the gangrenous 
bowel. Neither will removal of the gangrenous 
bowel by itself suffice. 

Dr. Freeark: At what point do you feel the 
factor that is producing these toxins should be 
interrupted? What can we use as criteria to 
indicate that we have gone as far as we are going 
to go with blood volume replacement? If the 
patient does not come out of shock in four hours 
after fluid replacement what should we do? 

Dr. Crohn: In the presence of persistent shock 
we can only guess at the amount needed to re- 
store blood pressure. At least some replacement 
of the estimated volume defect and deficient 
electrolytes should help. Operation can only add 
to this patient’s shock and she cannot withstand 
any more. That is why I have such a hopeless 
outlook in this case. 

Dr. Freeark: Have you ever poured a consid- 
crable amount of blood and plasma into a pa- 
tient with this picture and been unable to demon- 
strate any significant improvement of shock, but 
there will be dramatic improvement of shock 
upon resecting the gangrenous bowel ? 

Dr. Crohn: Yes, in a younger individual, but 
when the respiratory rate is 40 and the patient 
has all these other difficulties, the answer would 
be no. 

Dr. Freeark: Dr. Nicholas, how do you feel 
about this problem of shock in bowel obstruc- 
tion? 

Dr. Nicholas: The rapidity and intensity of 
shock in volvulus are well known. This phenom- 
enon probably is related to the mechanical factor 
of acute obstruction in the closed loop and later 
a simple obstruction proximal to the closed loop. 
As long as the bowel is viable, transperitoneal 
migration of its contents does not occur, but 
the most lethal factor in bowel obstruction is 
permeation of the gut wall whose viability is 
impaired. There is permeation by bacteria and 
other toxic agents through the wall. Also the 
blood loss factor becomes important in strangu- 
lating obstructions, especially where venous ob- 
struction predominates, as it does when the 
mesentery becomes twisted. This is further ag- 
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gravated when increasing intraluminal pressure 
becomes great enough to occlude the veins. The 
rapid distention seen in sigmoid volvulus accom- 
plishes this promptly. 

Dr. Freeark: As Dr. Crohn predicted, things 
were hopeless in this case. Not only was the 
twisted loop of sigmoid gangrenous, but the 
distal sigmoid down to the rectum had become 
gangrenous. It was impossible to exteriorize all 
the infarcted bowel, so complete resection of the 
sigmoid and rectosigmoid was done with termi- 
nal colostomy and a closure of the rectal stump 
as in Hartmann’s procedure. Before closing the 
abdomen, the cecum was inspected and to our 
dismay showed evidence of gangrene but was free 
of perforation. It was exteriorized. As antici- 
pated, the patient did not survive the operation. 

There is another question we would like to 


The general practitioner 


It seems to me to be fair to say that of all 
concerned in the National Health Service (in 
England), the general practitioner—who, in my 
opinion, has done most to make it work—has 
come out at the shortest end. To begin with, when 

under the terms of the service—the general 
practitioner’s practice was transferred from his 
own hands to that of the government, the ability 
of the established family doctor to move from one 
area to another in search of more lucrative prac- 
tice, beeame sharply limited. Furthermore, with 
the abolition of the right of the practitioner to 


ask. Does the tube in these cases untwist this 
loop or does it just decompress it and leave it 
in a twisted state? 

Dr. Nicholas: I suspect all you do is deflate 
the loop. The reason they get into repeated trou- 
ble is that the loop gets so big it cannot turn 
back. It becomes so big you cannot turn it back 
even when it is outside the abdomen. I think it is 
possible that if you can reduce the obstruction 
and get decompression, you may leave the pa- 
tient not. very far from where he was all along. 
1 don’t think you accomplish anything more in 
the way of decompression with detorsion. 

Dr. Freeark: We should not close this discus- 
sion and leave the impression that this is a com- 
mon disease. Yet both these patients were ad- 
mitted to the hospital within a period of 24 
hours. 


>>> - 


sell his practice and good will, this desire, to date, 
io retire under the pensions allotted by the service 
has been dampened by the rather poor financial 
outlook, based on this relatively short membership 
in the National Service. Thus, with the rights of 
a physician to move his practice from one place to 
another, and with the growing reluctance of old- 
er physicians to retire because of their financial 
status, the situation of the young physician en- 
tering practice has deteriorated because openings 
available to him (except in medically depressed 
areas) have lessened steadily. Perrin H. Long, 
M.D. Medicine under the State. Med. Times, 
Feb. 1959. 
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Harold M. Camp dies 


Dr. Harold M. Camp died of cancer on Octo- 
ber 17, at the age of 74. He was secretary-treas- 
urer of the Illinois State Medical Society for 
the past 35 years and editor of the Illinois Medi- 
cal Journal since 1941. It is doubtful whether 
his long and arduous record of service to the 
physicians of Tlinois will be duplicated in this 
generation. 

Dr. Camp was born July 24, 1885 in Brooklyn, 
Schuyler County, Ill., the son of the late Dr. 
and Mrs. Julian E. Camp. He received his M.D. 
degree from Northwestern University Medical 
School in 1909. After interning at the Engle- 
wood Hospital, Chicago, he settled in Monmouth 
and remained active in the practice of medicine 
and surgery for many years. His interest turned 
gradually to organized medicine and after serv- 
ing as councilor from 1922 to 1924, he was 
elected secretary-treasurer of the Illinois State 
Medical Society. He has served in the state 
organization as an ex-officio member of the 
Council and of the House of Delegates of the 
American Medical Association on various oc- 
casions, 








During World War II, he served as state 
chairman for the Procurement and Assignment 
Service for Physicians under the War Manpower 
Commission. In June 1958, he was given North- 
western’s Merit Award “in recognition of worthy 
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achievement which has reflected credit upon 
Northwestern University and her alumni.” Last 
September 24, the Illinois State Medical So- 
ciety’s 50-year-service pin was presented to him 
at a special dinner in Monmouth. 

He was a past president of the Warren County 
Medical Society, and a member of the Mon- 
mouth Medical Club, the American Medical 
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Association, and World Medical Association. He 
also was a 50-year Mason, a Shriner, an Elk, and 
held membership in the Chicago Athletic Club. 
He was past president of the Monmouth Rotary 
Club and a member of the Monmouth Grace 
U.P. Church. He was an honorary member of 
the 50-year Club of the Texas Medical Associa- 
tion. 

Dr. Camp is survived by a daughter, Mrs. 
Rudolph C. Rosine of Galesburg; a sister, Mrs. 
Harold Craig of Riverside, Cal., and two grand- 
sons, Julian E. and Elon Rosine of Galesburg. 

Several characteristics of Harold Camp will 
be remembered always by his close associates and 
staff. He was an inveterate smoker, walked with 
a brisk gate and erect carriage, despite an over- 
loaded brief case. He loved to fish and his en- 
durance for this sport was remarkable. He en- 
joyed driving his car, but commuted between 
Monmouth and Chicago via the Burlington Rail- 
road. He was honored by the latter on his 2,500th 
irip as its most valued commuter. 

Dr. Camp had a mind of his own and never 
hesitated to pursue to the end those ideas in 
which he believed. He was respected by his 
friends and enemies for his tenacity, tact, and 
perseverance. He was kind and fair to his em- 
ployees. The members of the Illinois State Medi- 
cal Society will always respect this humble but 
great physician. He gave and accomplished so 
much to the very end of his life. The banquet 
in his honor at McMichael Hall of Monmouth 
College shortly before his death was truly a fine 
tribute and splendid show of affection in ap- 
preciation from his many friends and colleagues. 


« = 


What can be done for epilepsy? 


Points to be remembered in order of their im- 
portance, are (1) recognition of the illness as a 
symptom of some disorder affecting the nervous 
system ; (2) use of available diagnostic measures 
to prove or disprove the diagnosis and attempt 
to establish the cause; (3) acceptance of the con- 
dition by the patient and his family; and (4) 
utilization of total treatment consisting of drug 
therapy as well as adjuvant means, such as 
social, neurologic, and psychiatric measures, to 
rehabilitate the patient in all areas of society. 

The important aspect is to recognize first of 
all that epilepsy is a symptom and not a disease 


entity. It represents a manifestation of alteration 
in the function of the nervous system due to 
some previously existing injury, disease, vascular 
or metabolic disorder, or tumor. In the presence 
of any type of repeated alteration of conscious- 
ness or fainting, a diagnosis of epilepsy or a 
convulsive state must be considered. From per- 
sonal experience, it seems there is a great reti- 
cence among physicians, medical students, and 
society to consider this symptom in the correct 
light. The conclusion is reached rapidly that 
heart disease or hysteria is responsible rather 
than epilepsy, even in the presence of the most 
characteristic signs. 

Classically, epilepsy may lead to grand mal, 
petit mal, or psychomotor equivalent seizures. In 
a classical grand mal seizure, there is the aura, or 
warning, followed by a loss or alteration of con- 
sciousness, then a tonic, followed by a clonic 
state or convulsion in which incontinence may 
occur. Injuries also may result from falling. 
However, this classical chain of events is un- 
common. Many times the only fact elicited, is 
that there is an alteration of consciousness in a 
paroxysmal disorder. 

Actually, in a petit mal attack, that is all that 
really occurs—i.e., an alteration of consciousness 
for a brief moment, which may be accompanied 
by many other small signs such as movements 
of the lips or of the extremities. The family may 
describe only a blackout. This is another point: 
the epileptic rarely is able to tell what happened ; 
he can tell only what someone else told him. 
Consequently, an account of the incident from 
a bystander or member of the family is signifi- 
cant. Even though many patients fall, few injure 
themselves for the number of times they fall. 
This is not easy to explain, but lack of injury 
does not mean that the patient is malingering 
or that he has hysterical epilepsy. Incidentally, 
hysterical and malingered epilepsy are very rare. 

In psychomotor seizures, the patient’s behav- 
ior may be bizarre — i.e., repeated temper tan- 
trums, peculiar subjective symptoms, clouded 
states, and even psychotic behavior. It should be 
emphasized that epilepsy does not cause mental 
illness or deterioration, but there are illnesses 
that cause both mental and convulsive symptoms. 

In establishing the diagnosis, a good history 
is essential. It should include what the patient 
can or can’t tell you, what the family can tell 
you, or what any individual who witnessed the 
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attack can tell you as well as a thorough physi- 
cal and neurological examination, X-rays of the 
skull, and electroencephalography. The E.E.G. 
may be the only laboratory finding that is ab- 
normal; however, it may be normal even in the 
presence of a severe epilepsy. In any event, it 
should not change the diagnosis. Other diagnos- 
tic means may be necessary, such as spinal frac- 
tional pneumoencephalography, arteriography, 
and actual craniotomy in suspected cases of 
tumor. These examinations also may be needed 
to establish a possible etiological diagnosis. 

The more we see of epileptic manifestations, 
ihe more we are convinced that they are all 
symptomatic, even though the etiology may not 
he obvious. In so-called idiopathic cases, all we 
can say is we do not know the cause, and in 
many, childhood illnesses may be the cause in a 
previously unrecognized encephalitis. 

Once all diagnostic tests have been made, the 
next step is to discuss the seizure symptoms with 
the patient and the family as a manifestation of 
an illness. They should be encouraged to accept 
the condition as chronic, requiring observation 
and treatment by an interested physician who 
will see the patient at regular intervals, pre- 
scribe for him whatever drugs are deemed 
necessary, and treat all other associated or ag- 
gravating conditions. In all chronic conditions, 
including diabetes, allergy, and chronic heart 
disease, acceptance of the illness is necessary if 
treatment is to be effective. A frustrating part 
of chronic conditions is that the patient goes 
from physician to physician, and clinic to clinic, 
repeating all of the examinations, because he is 
looking for someone to say there is nothing 
wrong with him or give him a one-shot cure. 

Once the patient’s family accepts the situa- 
tion, whether it pertains to a child or an adult, 
the next step is to explain the treatment. Thanks 
to modern research we have a group of drugs, 
that will not intoxicate patients. From experi- 
ence, if any known drug, such as phenobarbital, 
Dilantin®, Mesantoin®, Tridione®, Paradione®, 
Milontin®, or even sodium bromide, is used 
adequately, remission of all seizures in up to 60 
per cent of cases is possible. In another 20 per 
cent, more than one drug will be required to ac- 
complish remission of all seizures. In the last 20 
per cent of patients, the seizures are complicated 
by small seizures, such as petit mal and psy- 
chomotor seizures, which are difficult to stop but, 
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frequently they can be relieved. Remission of all 
seizures may be accomplished in the future with 
increased knowledge, and in some of these cases, 
neurosurgical excision of foci may be possible. 
Any associated or reactive personality disorders 
should be treated and not allowed to disable the 
patient. The family must not be allowed to make 
the patient an invalid. 

The commonest errors in the handling of an 
epileptic is that he does not fully understand 
that he must remain under competent treatment ; 
that there is no one-shot cure. If good results 
have been obtained from treatment, the patient 
or the physician may stop the medication in- 
advertently. Osler once said, “In a chronic con- 
dition, one treats the patient one day at a time.” 

In at least 80 per cent of all patients adequate- 
ly treated, a normal life, with no restrictions of 
activities, can be expected. The epileptic can eat 
and work like anyone else with the exception 
that he should not be employed in a hazardous 
occupation. He can make plans for the future; 
can marry and have children. At present, there 
is more hope for the patient with epilepsy or a 
convulsive state than there has been in many 
years. 


Alex J. Arieff, M.D. 
< > 


The orphan of medicine 


The English anatomist, F. W. Jones,* ob- 
served: “Man’s foot is all his own. It is unlike 
any other foot. It is the most distinctly human 
part of the whole of his anatomical make-up. It 
is a human specialization and whether he be 
proud of it or not, it is his hallmark, and so long 
as man has been man and so long as he remains 
man, it is by his feet he will be known from all 
other members of the animal kingdom. 

This observation has not altered the habits of 
abuse of the foot and of its neglect. That part 
of our skeleton has been studied only meagerly 
by the medical profession. Medical curricula and 
internship devote fewer hours to the foot than to 
any other part of the body; with only this cur- 
sory training we attempt to treat the problems 
of this organ. 

Actually the human foot is anatomically and 
physiologically an ingeniously constructed organ. 
The first metatarsophalangeal articulation, for 


*Jones, F, W.: Structure and Function as Seen in the Foot, 
London, Bailliere, Tindall & Cox, Ltd., 1944, p. 2. 





Figure 1. Patient, a woman, aged 37. A: Note 
roentgenographic appearance of both feet on weight 
bearing without shoes; B: same patient weight bear- 
ing while wearing shoes. 


example, is one of the most complex joints in 
the body. It is subject to many diseases and de- 
formities. A common deformity is enlargement 
around this joint, the cause and morbid anatomy 
of which rarely are the same in any two cases. 
Treatment. generally is selected arbitrarily ac- 
cording to the particular surgeon’s preference 
of one reported operative procedure over an- 
other. This selection of procedure is in contradis- 
tinction to surgical practice regarding all other 
parts of the body, for which the pyhsician does 
not think it sufficient to learn a technique but 
rather makes it his first objective to understand 
the morbid changes taking place; only then does 
he choose a procedure. 

Five 


heen published on the hand as on the foot not- 


times as many scientific articles have 


withstanding the greater difficulties to which the 
foot is subjected. Major deformities of the foot, 
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Figure 2. Patient, a man aged 51. A: Note roent- 
genographic appearance of both feet on weight 
bearing without shoes; B: same patient weight bear- 
ing while wearing shoes. 


such as talipes, have received studious attention ; 
hut these disorders comprise only a fraction of 
the multiplicity of foot disabilities. More than 
60 per cent of the population in this country 
suffers from painful feet, induced mostly by 
shoes having a forepart with little resemblance 
to the size and shape of the feet on which the 
shoes are worn; 80 per cent of the shoes worn are 
the wrong size (Figures 1 and 2). 

The bones of the foot are irregular in outline 
at the condyles. The 
restrictive action of the shoes ultimately pro- 
duces pathologic alterations varying from minor 
excrescences to major static deformities. Once 


and are most prominent 


the disorder becomes static, removal of the cause 
the ill-fitting shoe—often is insufficient to al- 
leviate symptoms. Only correct diagnosis and ap- 
propriate treatment can give relief. 
It is precisely because medicine has given the 
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foot relatively little attention that chiropody- 
podiatry has grown so rapidly. Medicine ought 
io adopt the orphan. 

Henri L. DuVries, M.D. 


< > 


Cicero physician is named 
Illinois GP for 1960 

Dr. John Colville Smith of Cicero has been 
selected by the Illinois State Medical Society as 
ihe “Outstanding General Practitioner for 
1960.” 

The joint announcement by Dr. Joseph T. 
0’ Neill of Ottawa, president of the ISMS, and 
the late Dr. Harold M. Camp of Monmouth, sec- 
retary, said the selection was based on Dr. Smith’s 
“long time service to the public, his contributions 
to the betterment of medical care, and his devo- 
tion to community welfare.” 

A plaque emblematical of the honor will be 
presented to Dr. Smith at the society’s annual 
meeting in Chicago next May. 

Born March 29, 1897, on a farm at Redwood 
Falls, Minn., he developed a desire in childhood 
to become a physician, and often played at being 
“a doctor.” He was graduated from Park Col- 
lege, Parkville, Mo., in 1917 and received his 
master’s degree from Pennsylvania State Col- 
lege two years later. 

He taught chemistry at Northwestern Univer- 
sity for three years, but childhood ambitions 
reasserted themselves. He entered Northwestern 
University Medical School and obtained his M.D. 
degree in 1926. Working as a Yellow Cab driver 
at night for four years helped to pay his way 
through school. 

After interning in St. Luke’s Hospital, Chi- 
cago, Dr. Smith took up the practice of medicine 
at his present location. He affiliated with the 
MacNeal Memorial Hospital, Berwyn, and_be- 
came a member of the attending staff in 1931. 
He has served as president of the staff on two 
occasions, has been an active member of numer- 
cus Committees, and has been a driving force in 
the growth of the hospital from a 50-bed institu- 
tion to one with 276 beds. 

Denied enlistment in World War IIL because 
of an uleer history, he served as an examining 
physician for the Selective Service System. 

Dr. Smith has taken an active interest in med- 
ical society affairs. He is president of the Illinois 
Academy of General Practice, a member of the 
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Council of the Chicago Medical Society, and a 
delegate to the Illinois State Medical Society. 
He also is a fellow of the American College of 
Surgeons and a member of numerous other medi- 
cal organizations. 

He has been an adult Bible class teacher at 
the Clement Presbyterian Church, Cicero, for 
the last 26 years and as an elder often has served 
in the pulpit in the absence of the pastor. He is 
a past president of the Cicero Kiwanis Club, a 
prominent worker in Community Chest drives, 
a Scottish Rite Mason and Shriner, and member 
of the Cicero Moose Lodge. His charitable work 
has been widespread. He has been especially in- 
terested in helping crippled and retarded chil- 
dren. 

Dr. and Mrs. Smith were married in 1921. 


They have one son, Robert M., of Berwyn. 
< > 


There are two ways of being happy: We must 
either diminish our wants or augment our means 
—either may do—the result is the same and it 
is for each man to decide for himself and to do 
that which happens to be easier. 

— Benjamin Franklin 
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Cardiac arrest 

The first four minutes are vital for survival in 
cardiac arrest, according to Cole and Corday.” 
They analysed the time intervals of 132 cases 
and, of 78 who were treated within four minutes 
of diagnosis, 33 lived. When treatment was de- 
layed beyond four minutes, only two of a group 
of 30 survived. In the remaining 24 cases there 
was disagreement on the time interval. 

Four minutes passes quickly when cardiac ar- 
rest occurs even under ideal conditions. ‘The 
anesthesiologist takes part of it, making certain 
the airway is open and the patient is getting 
proper oxygenation. After this is done the sur- 
geon opens the chest and begins manual compres- 
sion. None of these procedures takes four min- 
utes but precious time is consumed in making 
the diagnosis. It is here that a monitor of the 
electrocardiogram may be lifesaving because it 
offers the first clew of cardiorespiratory embar- 
rassment and of impending cardiac arrest. 

Los Angeles is a big city but we need clarifica- 
tion on the large number of cases of cardiac ar- 
rest that occurred during a two year period. The 
analysis by Cole and Corday brings out many 
important factors. Premonitory evidence of car- 
diorespiratory embarrassment prior to the onset 
of complete arrest appeared in 36 (80 per cent) 
of the 45 instances in which the patient died but 
in none of those who survived. Hypotension, 
apnea, cyanosis, and variations in pulse were 
noted most often. Bradycardia was one of the 
earliest signs of trouble (20 to 40 beats per 
minute). In contrast, none of those who survived 
had signs of impaired cardiac or pulmonary func- 
tions. 

These men have had considerable experience 
with cardiac standstill and conclude that even 
an internist should not attempt thoracotomy 
where surgeons and anesthesiologists are not 
readily available. One of the reasons is that the 
internist has no way to control the spurters that 
develop when the patient revives. They suggest 
that the internist apply electric countershocks 
to the closed chest. If the risk is so great under 
ideal conditions, what about penknife surgery 
when cardiac arrest takes place in the living 
room or on the street? 

During arrest and in the postresuscitation pe- 
riod, certain drugs should be readily available. 


*Cole, Seymour L., and Corday, Eliot: A.M.A. Arch, Int. 
Med, 104:37 (July) 1959. 
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In their opinion “the most effective drug in 
standstill is epinephrine, 1 to 2 cc. of a 1:1,000 
solution diluted with 9 ce. of isotonic saline, in- 
jected into the cavity of the left ventricle. Small 
repeated doses should be used, as a single large 
dose may cause ventricular fibrillation. When 
epinephrine has failed, 2 to 4 cc. of a 10 per 
cent solution of calcium chloride has succeeded.” 
The emergency drug tray for the operating and 
recovery rooms should contain also “atropine, 
lanatoside D, caffeine, levarternol, (1-norepine- 
phrine) mephentermine, quinidine, calcium chlo- 
ride, and potassium chloride.” 

The solution to the problem, according to the 
authors, may rest with early diagnosis and a 
more careful preoperative workup. Forty-four 
of the 45 cases who died had complications, such 
as recent coronaries, massive hemorrhages, rup- 
tured peptic ulcers, or were in shock before sur- 
gery. 

< > 


Conference on aging attacks 
problems of medical care 


Means to meet the problems of care of the 
aged were proposed at a well attended Confer- 
ence on Aging in Springfield, September 27, 
sponsored jointly by the Illinois State Medical 
Society’s Committee on Aging and the Commit- 
tee for the Secretaries Conference. 

Dr. Edward W. Cannady of East St. Louis, 
chairman of the Committee on Aging, summing 
up the conference, said: 

“Medicine recognizes that adequate methods 
for financing health care for those 65 and over 
must be made available. Current experiments by 
insurance carriers and Blue Cross and Blue 
Shield plans indicate that solutions can be 
found.” 

Coverage is now being made available through: 
(1) continuation of group insurance for older, 
active workers; (2) continuation of coverage of 
retired persons and their dependents; (3) con- 
tinuation on an individual basis of policies issued 
under group coutracts; (4) effectiveness into 
advanced ages of pre-retirement coverage: (5) 
issuance of new contracts after the age of 65: 
(6) contracts which become paid up after age 
65; (7) group policies covering retired persons. 
such as teachers and civil servants. 

“It should be recognized that the majority of 
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the newer programs are experimental and sub- 
ject to changes which will improve the pro- 
tection,’ Dr. Cannady said. 

A warning that the Forand Bill was still alive 
was sounded by Dr. Perey E. Hopkins of Chi- 
cago, a member of the AMA Board of ‘Trustees 
and formerly chairman of the ISMS Committee 
on Medical Service and Public Relations. Dr. 
Hopkins predicted that the next session of Con- 
egress will see decidedly increased pressure from 
labor and welfare groups for such legislation. 
He said the medical profession must have the 
co-operation of ancillary, hospital, and nursing 
home services in providing medical care for sen- 
ior citizens. 

The need for such co-operation was brought 
home by figures presented by Mr. Peter W. Ca- 
hill, executive secretary of the Illinois Public 
Aid Commission. Mr. Cahill, reporting on the 
]PAC per capita payments for medical care of 
those on old age assistance in January 1959, 
said nursing home care accounted for $13.14 
and hospital care cost $7.33. Drugs ran far be- 
hind with a per capita cost of $2.99. Payments 
to physicians amounted to $2.08. Clinic care, 
mainly in Chicago, totaled 90 cents. 

Thus, the expense of hospital and nursing 
home care was seven times that of care by physi- 
cians. The greatest savings, therefore, must come 
through a reduction in institutional costs. 

Mr. Robert T. Evans of Chicago, executive 
director of the Illinois Medical Service, pointed 
out that Blue Shield’s membership includes 
about 614 per cent who are 65 or over. This is 
the result of noncancellable features of policies 
because of age, no age limits on group participa- 
tion, or for other reasons. Mr. Evans said the 
problem would be less pressing today if com- 
mercial insurance carriers had followed the same 
practice. 

Mr. Kenneth K. Clark, executive director of 
Medical-Surgical Service of Illinois, reported 
that announcement will be made shortly by the 
Rockford plans that policies are available to 
ihose 65 and over. 

Dr. Henry T. Ricketits, professor in the de- 
partment of medicine, University of Chicago, 
stressed the importance of prevention and early 
detection of chronic illness in the aged. Dr. 
icketts said early detection is the responsibility 
of the physician, and that if he is to play his 
proper role two things must happen: 
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(1) People must be educated to seek the phy- 
sician’s services, if not prophylactically, then 
when ostensibly minor symptoms appear, and, 

(2) many more physicians must be trained 
in proportion to our population. 

Meanwhile, he said, much can be done at the 
community level by the laity, by the profession, 
and by local health departments, to further the 
public’s understanding of disease to the end that 
the meaning of symptoms may be appreciated 
and medical advice sought before it is too late. 

Miss Edna Nicholson, executive director of 
the Institute of Medicine, Chicago, listed five 
points of attack on the problem: (1) compre- 
hensive, factual information; (2) combined ef- 
forts; (3) focusing of the planning on the re- 
quirements of the patient; (4) stressing of pre- 
vention and rehabilitation; (5) service at the 
greatest possible efficiency and economy. 

Three points should: be emphasized in a local 
survey, in the opinion of Vernon C. Pohlman, 
Ph.D., associate professor of sociology at the 
Tilinois State Normal University. These are: 
(1) specific data on the local situation; (2) 
development of awareness of and interest in the 
problems of senior citizens; (3) a basis for 
initiating action. 

Rehabilitation should be started in the hos- 
pital before a patient is sent to a nursing home 
or rehabilitation center, it was suggested by Dr. 
Edward E. Gordon, director of the department 
of physical medicine, Michael Reese Hospital, 
Chicago. Dr. Gordon also stressed the need for 
proper medical care and attention to nutrition 
in nursing homes. 

Mr. John A. Hackley of Peoria, supervisor of 
the rehabilitation education services of the 
IPAC, reported on rehabilitation programs in 
nursing homes. 

Home care programs have a major role in the 
providing of qualitative services to the chroni- 
cally ill, Miss Pearl Ahrenkiel, R.N., of Spring- 
field, chief of the bureau of nursing, State De- 
partment of Public Health, said. Economies over 
hospital or nursing home care are possible, but 
some outside financing is necessary, Miss Ahren- 
kiel said. 

Miss Dorothy Campbell, R.N., of Peoria, 
home care co-ordinator of the Visiting Nurses 
Association, reported that while the Peoria 
Home Care Plan was experiencing increased 
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referrals by physicians, hospitals, and health 
and social agencies, there is need for still more 
participation by the hospitals. Also needed, Miss 
Campbell said, was planning for early patient 
discharge from hospitals. 

There is an increasing need for nursing home 
beds, Mrs. Florence Baltz of Washington, IIIL., 
president of the American Nursing Home Asso- 
ciation, said. Among the problems of nursing 
homes are: attitudes toward them, lack of ade- 
quate financing and public assistance, lack of 
recognition by insurance companies, lack of in- 
terest on the part of physicians to care for pa- 
tients in nursing homes, the need for trained 
personnel, and the need for accreditation. 

Dr. Ruth EK. Church of Springfield, deputy 
director of the State Department of Public 
Health, explained the law relative to nursing, 
shelter, and aged homes. The three categories, 
Dr. Church said, result in considerable confu- 
sion. 

The AMA’s six point program was presented 
by Dr. Frederick C. Swartz of Lansing, chair- 
man of the AMA Committee on Aging. 

Dr. Joseph T. O’Neill of Ottawa, president of 
the Illinois State Medical Society, welcomed 
those in attendance. Four other members of the 
Committee on Aging also participated in the 
program: Drs. P. V. Dilts of Springfield, Caesar 
Portes of Chicago, E. Lee Strohl of Chicago, 
and Joseph Mallory of Mattoon. 

Dr. George C. Turn, president of the Chi- 
cago Medical Society and chairman of the Secre- 
taries Conference, presided over the secretaries’ 
portion of the program. 

< : 


Midwest aging conference 
to be held in Kansas City 


The Illinois State Medical Society and the 
state medical societies of Missouri, Kansas, Ne- 
braska, and Oklahoma will participate in a re- 
gional conference on aging to be held in Kansas 
City, Mo., November 16-17, under the sponsor- 
ship of the AMA Committee on Aging and the 
five medical societies, 

The purpose of the conference, to be held in 
the Hotel Muehlbach, is to explore the opportu- 
nities for positive health and meaningful living 
amorg older people, it was announced by Dr. 
Frederick C. Swartz of Lansing, Mich., chair- 
man of the committee. 


284 








The specific objectives of the conference, Dr. 
Swartz said, are: 

(1) To appraise the significance of the longer 
life span and its impact on individuals 
and society ; 

(2) To analyze relationships between social, 
economic, psychological, and physiological 
factors and the health of older persons ; 

(3) ‘To explore realistically the opportunities 
and needs created by a growing popula- 
tion of older persons ; 

(4) ‘To assess responsibilities of the individ- 
ual and of both medical and nonmedical 
groups in dynamic approaches to the new 
era of aging. 

The meeting will be attended by representa- 
tives of medicine, women’s organizations, 
churches, labor, industry, government, and other 
groups interested in the health of the aging. 

< > 


Reference pages 


This issue of the Illinois Medical Journal 
includes a Summary of Changes in the July 1, 
1959 Revision of the Rules and Regulations for 
the Control of Communicable Diseases. The ma- 
terial is printed on perforated pages that may be 
removed conveniently and filed for future refer- 
ence. There is a growing need for information 
on where patients can obtain ancillary services 
for diagnosis and treatment of a wide variety of 
physical disabilities and diseases. Physicians usu- 
ally spend many hours trying to find this type 
of information, 

During the next two years we hope to cover 
the field and suggest that these pages be removed 
and filed in your office. 

< > 


The AMWA meeting 


We went to St. Louis for the annual meeting 
of the American Medical Writers Association. 
We were sorry to learn that Dr. Swanberg was 
ill and unable to attend. This organization has 
made tremendous strides under his guidance and 
is now national in scope. 

We were happy to see Dr. Lester R. Dragstedt, 
who had just received the 1959 MVMS honor 
award the night before. He and Mrs. Dragstedt 
were on their way to Gainesville, where he will 
take over as professor of surgery at the Univer- 
sity of Florida. 

Florida gains and Chicago loses because of 
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Summary Of Changes In The July 1, 1959 Revision Of 
“The Rules And Regulations For The Control Of Communicable Diseases” 


Votifrable  — List 


Deletions from the List: 
Conjunctivitis (nonspecific) 


over 1 month 

Erysipelas 

Infectious Mononucleosis 
Influenza 


Additions to the List: 


Fungal Infections — Blastomycosis, Coccid- 
ioidomycosis; Histoplasmosis, and Other 


Neonatal Infections (hospital related). 


Staphylococcal Infections in Hospitals or 
with Onset Less than 60 Days Following Dis- 
charge — see pages 36 and 51 of the re- 
vised “Rules and Regulations” for control. 


Changes in the Listing: 


Actinomycosis now appears under “Fungal 
Infections” 


Diarrhea of the newborn; impetigo in institu- 
tions; ophthalmia neonatorum — now ap- 
pear under the general classification of 
“Neonatal Infections (hospital related). 


Meningitis — now has four subclassifica- 
tions under one listing (a. Meningococcal: 


Pneumonia 
Q-Fever 
Toxoplasmosis 
Trachoma 
Vincent's Infections 


(So far as the official reporting of this par- 
ticular infection is concerned, it is desired to 
have only cases of staphylococcal infections 
with onsets after admission to the hospital 
or onsets within 60 days following discharge 
reported to this Department). 


b. Streptococcal and Tuberculous; c. Other 
bacterial; d. Aseptic. when possible to be 
specified as due to Coxsackie, ECHO, etc.) 


Leptospirosis — formerly listed as Hemor- 
rhagic Jaundice. Leptospirosis now includes 
hemorrhagic jaundice, Weil’s disease, and 
others. 
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Changes In The Regulations For 


Coutel Of —— tail a > Specific : 


CHICKENPOX, Case — Isolation period, re- 
duced from 7 days to 6. 

ENCEPHALITIS, POSTINFECTIOUS — Rules 
for control of postinfectious encephalitis are 
included in the revision. 

FUNGAL INFECTIONS, SYSTEMIC — Rules 
for control of case, contact, and recommen- 
dations for general measures for control are 
included in Actinomycosis (no change from 
previous edition); Blastomycosis, Coccid- 
ioidomycosis, and Histoplasmosis. 
HEPATITIS, SERUM — Department's recom- 
mendation for use of separate syringes and 
needles in mass immunization programs 
added under “General Measures.” 
LEPROSY, Contact — Added: “However, 
contacts should be examined for secondary 
cases. Initial examination should be made at 
time case is discovered and periodic ex- 
aminations at yearly intervals thereafter.” 
General Measures: Added — “Information 
on source of case should be obtained if pos- 
sible”. 

MENINGITIS, ASEPTIC — Control measures 
included for first time. 

NEONATAL INFECTIONS — Staphylococcal 
Infections (hospital related) added to the 
other neo-natal infections required to be re- 
ported. Control measures under “Staphylo- 
coccal Infections in Hospitals”, page 51 of 
the revision. 

POLIOMYELITIS, NONPARALYTIC — Re- 
quest nonparalytics proved to be aseptic 
meningitis to be reported as such and when 
possible specified as due to Coxsackie, 
ECHO, etc. 

PSITTACOSIS AND ORNITHOSIS, Contacts 
— Added: “It is recommended that persons 
with direct contact to a case be kept under 
medical surveillance for two weeks from the 
date of last exposure”. 

Control of Infected Birds and Premises — 
Prophylactic treatment of birds where any 
bird was known to be infected. Destruction 
of untreated birds. 

Sale of Birds within State — Records shall 
now include — record of all tests for psitta- 
cosis which may have been conducted prior 
to sale or exchange; record of type and 
period’ of treatment, antibiotic or other, 
which may have been administered. 


SALMONELLOSIS (Typhoid and Paraty- 


phoid Fever), Cases — Schedule of submis- 
sion of specimens for release now requires 
two-week interval between first, and each of 
three subsequent specimens. Rules formerly 
read: second, 72 hours after first; third, one 
month after second; and fourth, one month 
after third. 

SCARLET FEVER, Case — Isolation; When 
case is under antibiotic therapy, isolation is 
required for a minimum period of three days 
after the onset, and thereafter until the nose, 
throat, glands, and ears are normal on in- 
spection. (Formerly, minimum period of 
seven days and thereafter until nose, throat, 
glands, and ears are normal 
TUBERCULOSIS — The control of cases is 
based on interpretation of serial X-rays, in 
addition to the bacteriological examinations 
required previously. 

The new regulations specify forms for the 
isolation of the individual, whereas the old 
regulations simply indicated that isolation 
was to be accomplished. 

The provision for isolation at home when 
hospital facilities are not available has been 
omitted from the new regulations, since ade- 
quate hospital facilities are available to 
every tuberculous individual. 

Under General Measures, a recommenda- 
tion was added urging the use of the tuber- 
culin test, in addition to the X-ray and clini- 
cal facilities for examination of contacts and 
suspects and on admissions to general and 
mental hospitals, and because collapse 
therapy is no longer used, it has been 
omitted and continued chemotherapy in am- 
bulant cases has been substituted. 
VENEREAL DISEASES — There have been 
no procedural changes in the rules and reg- 
ulations relative to reporting, investigation, 
management, or control of cases of venereal 
disease. There has been clarification and re- 
vision of sections formerly ambiguously 
worded and elaboration in specific detail, 
where needed, of sections formerly covered 
only by a general statement. 

FUNERALS OF THOSE DEAD OF A COM- 
MUNICABLE DISEASE — Restrictions on 
public funeral of those dead from psittacosis- 
ornithosis removed. 

FUNERALS. DISTRIBUTION OF FLOWERS 
— Restriction on distribution of flowers re- 
moved. 
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The Department of Public Health, within its budgetary limita- 
tions, distributes vaccines free of charge to physicians within the 
State for the prevention, treatment, and/or diagnosis of certain 
communicable diseases. 
Following is a list of those currently available: 


ANTIPERTUSSIS SERUM 
(Limit use to children under 
3 years of age) 

20,000 unit vial pkg. 


DIPHTHERIA ANTITOXIN 


1,000 unit vial pkg. 
20,000 unit vial pkg. 


DIPHTHERIA TOXOID (Alum Precipitated) 
10 cc. vial pkg. 


DIPHTHERIA TOXOID (Fluid. Plain) 
10 cc. vial pkg. 


DIPHTHERIA TOXOID-PERTUSSIS VAC- 
CINE 
10 cc. vial pkg. 


DIPHTHERIA-TETANUS TOXOIDS 
10 dose pkg. 


DIPHTHERIA-TETANUS-PERTUSSIS 
7.5 cc. vial pkg. 


IMMUNE GLOBULIN 

(For measles and infectious hepatitis 
prophylaxis) 

2 cc. vial pkg. 


PERTUSSIS VACCINE 
6 cc. vial pkg. 
10 cc. vial pkg. (Alum Precipitated) 


POLIOMYELITIS VACCINE 
9 cc. vial pkg. 


a vee Drugs 


RABIES VACCINE 
7 dose pkg. 


SCHICK TEST 
1 ce. (10 test pkg.) 
10 cc. (100 test pkg.) 


SILVER NITRATE SOLUTION 1% 
5 ampule pkg. 
50 ampule pkg. 


SMALLPOX VACCINE 
5 tubes in pkg. 


TETANUS ANTITOXIN 
5,000 unit vial pkg. 


ee TOXOIDS (Adult 
se 
5 cc. vial pkg. 


TETANUS TOXOID (Alum Precipitated) 
10 dose pkg. 


TUBERCULIN, O.T. 
10 cc. vial pkg. No. 1 - 0.1 mg/test 
10 cc. vial pkg. No. 2 - 1.0 mg/test 


TUBERCULIN PATCH TEST 
1 test pkg. 


TYPHOID VACCINE 

10 cc. vial pkg. 

30 cc. vial pkg. 

TRIPLE TYPHOID VACCINE 


(Typhoid, Para A. Para B.) 
10 cc. vial pkg. 


Drugs now available for free distribution to private physicians 
for the treatment of reported cases of venereal diseases: 


Frei antigen (for diagnosis of lymphogranu- 
loma venereum) 
Procaine penicillin for therapy of syphilis 


cases (aqueous) 
3,000,000 unit - 10 cc. vials 


Procaine penicillin in oil with 2% aluminum 
monosterate for therapy of syphilis cases 


3,000,000 unit - 10 cc. vials. 


DBED (Bicillin) penicillin for therapy of 
syphilis cases 
3,000,000 unit - 10 cc. vials. 


Bicillin disposable syringe (for treatment of 
gonorrhea) 
1,200,000 units - 2 cc. 
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retirement rules. Dr. Dragstedt joins a long list 
of famous physicians and surgeons who continue 
to be productive long after retirement from their 
established departments. 

We hope that the fruits of the writer’s confer- 
ence will become noticeable in future issues of 
IMJ. 


< > 


Physicians and nutritionists 
consider better eating habits 


Physicians and nutritionists considered ways 
to improve the eating habits of the public at a 
Conference on Nutrition held October 3 at the 
Western Illinois University, Macomb, under the 
joint sponsorship of the Committee on Nutrition 
of the Illinois State Medical Society and the 
Illinois Nutrition Committee. 

Replacing candy and soft drink machines with 
protective food and milk dispensers would im- 
prove greatly the nutrition of children, accord- 
ing to Dr. Robert Jackson, professor and head 
of the department of pediatrics, University of 
Missouri Medical School, Columbia. 

“The vicious practice of selling confectionery 
foods, especially in schools, to finance activities, 
should be discouraged,” Dr. Jackson said. 

He pointed out that deficiencies in diet fre- 
quently arise because sugar in the form of 
candy, soft drinks, other confectionery foods, 
and refined cereal products replaces the nutri- 
tionally valuable foods in the diet. 

R. Bruce Kirk, Ph.D., professor of education, 
Jersey City State College, and formerly director 
of the continuing education services, American 
Dietetic Association, said some people are eager 
to change food habits but others are so settled 
in their ways nothing will change them. 

Sermonizing or browbeating will not cause 
people to change, Dr. Kirk said. There must be 
a good reason, and they must have an idea of 
what the results will be. 

Nutrition has its vogues, Miss Margaret A. 
Ohlson, Ph.D., director of the department of nu- 
trition, University Hospital, State University of 
Towa, Iowa City, told the conference. The aware- 
ness of obesity and its effect on health, has 
brought about a “wave of austerity,” Dr. Ohlson 
said. 

There also is a trend to try to equalize the 
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inadequacies of a dietary pattern with more and 
more concentrated doses of mineral and vitamin 
mixtures, she said. 

There were six participants in a panel on 
“Teamwork for Better Nutrition.” They were 
the three main speakers and D. K. Grissom, 
Ph.D., associate professor of the department of 
health education, Southern Illinois University, 
Carbondale; Mrs. M. A. Tarulli, director of nu- 
trition, Infant Welfare Society of Chicago; and 
C. Edith Weir, Ph.D., chief of the division of 
home economics, American Meat Institute 
Foundation, Chicago. 

The presiding officers were Dr. Paul A. Dailey 
of Carrollton, chairman of the ISMS Committee 
on Nutrition, and Miss Dorothy Lucke, Ed.D., 
of DeKalb, chairman of the Illinois Nutrition 
Committee. 

Greetings were extended by Dr. Lee N. Hamm 
of Lincoln, first vice president of ISMS; Rolf 
W. Larson, Ed.D., of Macomb, dean of the 
School of Education, Western Illinois Univer- 
sity; and Dr. Kenneth T. Pawlias of Macomb. 


< > 


Retarded children 


November is a busy month for special weeks 
and days. Diabetes Week runs from the 15 to 21 
and November 16 marks the opening of the an- 
nual Christmas Seal sales. The drive for re- 
tarded children will be observed from 15 to 26. 

The National Association for Retarded Chil- 
dren gears its annual campaign to conclude on 
Thanksgiving Day “in appreciation of the for- 
ward strides being made in improving the 
chance of the mentally retarded to lead happy, 
useful, and satisfying lives.” 

Innumerable research projects are being con- 
ducted all over this land on the various aspects 
of this problem. A breakthrough has occurred 
in some areas, such as the inborn errors of me- 
tabolism. The IMJ’s July 1958 issue carried a 
guest editorial by Dr. David Yi-Yung Hsia, di- 
rector of the Genetic Clinic at Children’s Memo- 
rial Hospital, Chicago. He stressed the progress 
being made in the field of biochemical genetics 
in the approach to the various inborn errors of 
metabolism. In phenylketonuria, for example, 
which is responsible for two to five per cent of 
institutionalized mentally defective children, a 
diet free of phenylalanine, if started early in in- 
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fancy, can prevent mental deficiency in these 
children. 

Various disorders that lead to mental retarda- 
tion were discussed at the first International 
Conference on Mental Retardation held in Port- 
land, Maine last July. Dr. Hsia, who has written 
a book on the subject, mentioned some 70 forms 
of inborn errors of metabolism that are now 
known. The list of diseases resulting from these 
errors included maple sirup disorders, cretinism, 


Inflation 


These results, reported here for the first time, 
while constituting overwhelming evidence in 
support of the Keynes-Fisher reasoning about 
the bias in interest rates during inflation, fail to 
support their conclusion that business firms 
gain through inflation. The frequency of debtors 
in the business population is not great enough 
to justify the Keynes-Fisher sweeping statements 
about the gains of business enterprise through 
inflation. This evidence also suggests that the 
Keynes-Fisher theorizing about the effects of in- 
flation is not specific to business enterprises; it 
is a general theory of wealth transfers caused by 
inflation and is equally applicable to individuals. 
What count are monetary asset and monetary 
liability positions and not the type of economic 
activity in which one engages. 

specially pertinent to much of the current 
discussion of the consequences of inflation is 
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and galactosemia as well as phenylketonuria. 
Other areas of discussion included investigations 
of the electrolytes and pH in newborns, oxygen 
metabolism, hepatolenticular degeneration, mon- 
golism, and erythroblastosis. 

It is apparent that scientists are approaching 
the serious problem of mental retardation from 
various angles and that the layman is doing his 
part through the NARC, with its 682 member 
units to help the estimated 114 million children 
so afflicted. 


that the present evidence, by validating and 
wealth-transfer effect from monetary creditors 
to monetary debtors (and rejoicing the wage-lag 
hypothesis), verifies the implication that infla- 
tion is basically a “tax” on creditors in favor of 
debtors. Inflation constitutes a tax on the wealth 
of individuals to the extent that they are holders 
of money-type assets rather than savers, wage- 
earners, businessmen, widows, orphans, or re- 
tired school teachers. 

These results have implications for the adjust- 
ment of personal investment and wealth port- 
folios (including not only stocks but bonds, life 
insurance, mortgages, charge accounts, cash 
holdings, and so on ) in order to hedge against 
inflation or to profit if inflation comes. Similar 
reasoning applies to the management of invest- 
ment, pension, and trust funds. Armen A. 
Alchian and Reuben A. Kessel. Redistribution 
of Wealth through Inflation. Science Sept. 4, 
1959. 
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Questions and Answers 


on Narcotic Act 


The Committee on Narcotics will be happy to 
answer additional questions concerning the use 
of narcotics under the new state law. They will 
be answered in this column in forthcoming is- 
sues. 

Ques.: What type of prescription blank does 
a practitioner use in writing for an ophthalmic 
solution of dionin? 

Ans.: The official prescription blank should 
be used for straight dionin or solutions such as 
plain ophthalmic solutions. 

Ques.: Is an oral prescription ever permissible 
for dionin? 

Ans.: Yes. Oral prescriptions are permissible 
for combinations of dionin, or its salts, with one 
or more active nonnarcotic ingredients in thera- 
peutic amounts where the content of dionin does 
not exceed one-sixth grain per dosage unit, or 
one and one-third grain per fluid ounce. 

Ques.: What is the oral prescription law ? 

Ans.: Prior to August 1954, the federal nar- 
cotic laws and regulations required a pharmacist 
to have a written and signed prescription of a 
duly qualified and registered practitioner in his 
possession before a narcotic medicine, other than 
un exempted preparation, could be dispensed to 
a patient. Then Public Law 720, 83d Congress, 
was approved August 31, 1954. This law pro- 
vides that a pharmacist may, upon compliance 
with certain specified requirements, accept and 
fill oral prescriptions of qualified practitioners 
for such narcotic drugs or preparations as the 
Secretary of the Treasury shall find and desig- 
nate by regulation to possess “relatively little or 
no addiction liability.” 

Ques.: What type of drugs or preparations 
fall under the oral prescription category ? 

Ans.: Class B narcotic drugs. 

Ques.: How can we be certain that a drug 
or preparation is authorized to be dispensed on 
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an oral prescription ? 

Ans.: The pharmacist can check the label as 
manufacturers of narcotic drugs are now re- 
quired to indicate Class A, Class B, or Class X 
narcotics on the label. 

Ques.: Is it necessary for a pharmacist to send 
copies of the oral prescriptions to the physician’s 
office for his signature or for the physician to 
go by the drug store and sign them? 

Ans.: No. It is not necessary, either under 
federal law or state law, to follow up oral pre- 
scriptions by signed prescriptions. The pharma- 
cist must reduce the oral prescription to writing 
and keep it on the narcotic file. This prescription 
must show the name of the physician and other 
necessary information. 

Ques.: Should a practitioner write out the 
name of the narcotic drug on the prescription 
each time instead of indicating “refill prescrip- 
tion No. so and so”? 

Ans.: Prescriptions should be written out each 
time, showing name of narcotic and amount, as 
the prescription might have to be taken to a 
pharmacist other than the one who filled the first 
prescription and assigned the original prescrip- 
tion number. Also the Division of Narcotic Con- 
trol is not able to tabulate such a prescription 
unless the narcotic and the amounts are shown. 

Ques.: What is the ruling on partial filling 
of narcotic prescriptions ? 

Ans.: As a rule, partial filling of narcotic pre- 
scriptions is not permissible. If, however, a phar- 
macist is unable to supply the full dose called 
for in a written or an oral prescription and 
an emergency exists, he may supply a portion of 
the drugs called for by the prescription, pro- 
vided he makes a suitable notation on the face of 
the written prescription (or written record of 
the oral prescription) of the quantity furnished. 
The reason for not supplying the full quantity 
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should be on the back of the written prescription 
and he should inform the issuing practitioner 
thereof. No further quantity shall be supplied 
except upon a new prescription. 

Ques.: Is a practitioner required to write a 
prescription to cover narcotics dispensed from 
his office ? 

Ans.: No. Practitioners may dispense narcotic 
drugs to bona fide patients pursuant to the legit- 
imate practice of their profession without pre- 
scriptions or order forms but shall keep a record 
showing the kind and quantity of narcotics dis- 
pensed or administered and the name and ad- 
dress of each person to whom dispensed or ad- 
ministered. 

Ques.: Is it permissible for a physician to 
change the name and address on an official 
order form for narcotics or request a whole- 
saler to send the narcotics to a different address ? 

Ans.: No. The name and address shall not 
be changed by either the purchaser or consignor 
in any manner whatsoever. The merchandise 
requested on the form may be sent only to the 
person designated by the Director of Internal 
Revenue and at the location specified by him. 


Heparin therapy 


It has been amply demonstrated that heparin 
and related substances activate a clearing factor 
(lipoprotein lipase) that is capable of modifying 
the abnormal lipid pattern of atherosclerosis 
temporarily. Although animal experiments have 
heen suggestive of a beneficial effect in diet-in- 
duced atherosclerosis, definitive human evidence 
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Ques.: A physician, when preparing his orde: 
form for narcotics, discovers an error in the 
number of packages desired and changes this 
number. Is the wholesaler allowed to fill this 
order? 

Ans.: No. No alteration, erasure, or change 
of any description may be made in any order. 
The merchandise requested on an order form 
may not be furnished if the form shows any 
alteration or erasure, or evidence of any change 
whatsoever. If an order is not properly prepared 
in every respect, it must be returned to the ven- 
dee. 

Ques.: What should the vendee do with an 
order that has been returned ? 

Ans.: When received by the vendee, the re- 
turned original and the letter of explanation 
shall be attached to the duplicate and retained 
on file. 

Address your queries to the Editors of the 
Journal or to Jacob E. Reisch, M.D., chairman, 
Committee of Narcotics, Suite 1909, 185 N. Wa- 
bash Avenue, Chicago 1. 


of benefit is not available. Several considerations 
make long term heparin therapy - impractical: 
(1) Parenteral administration is essential (sub- 
lingual heparin probably is adequate in subjects 
with abnormal lipid pattern), (2) at present the 
cost of this drug is beyond the means of all but 
the most wealthy patient. Frank W. Davis, J?., 
M.D. Some Newer Concepts in Medical Treat- 
ment of Atherosclerosis. Maryland M.J. Aug. 
1959. 
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he Illinois General Assembly, at the request 
of the ISMS, enacted into law HB 6 and HB 

156 which establishes the right of a testator to 

dispose of his body. Both bills were signed by 

the Governor on July 10th. HB 6 is as follows: 
“Sec. 42a. (Gift of Body): 1. Every person of 
testamentary capacity may give by will or 
other written instrument executed during that 
person’s lifetime, the whole or any part of his 
body to a charitable, educational, or research 
institution, university, college, state director 
of public health, state director of public wel- 
fare, legally licensed hospital, or any other 
organization intended and equipped to distrib- 
ute human bodies or parts thereof, either for 
use as such institution, organization, univer- 
sity, college, director, or hospital may see fit, 
or for use as expressly designated in the will or 
other instrument, and the gift shall become ef- 
fective immediately upon death. 

“2. If the instrument making the gift does 
not purport to be a will, it shall be executed 
by the donor or by some person in his presence 
and by his direction, and attested in the pres- 
ence of the donor by two or more credible wit- 
nesses. The instrument shall become effective 
immediately upon the donor’s death, and no 
person acting in good faith pursuant to the 
direction of the instrument and without knowl- 
edge of a subsequent revocation thereof shall 
be liable for so doing, notwithstanding the sub- 
sequent revocation in whole or part by a will, 
codicil, or other instrument executed in ac- 
cordance with this Section. 

“Sec. 79. (Power of Executor Before Is- 
suance of Letters): Before issuance of letters 
to an executor, his power extends to the carry- 
ing out of any gift of the decedent’s body or 
any part thereof, to the burial of the decedent, 
the payment of necessary funeral charges, and 
the preservation of the estate; but if the will 
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Now You Can 
Will Your Body 
to Medical Research 


is not admitted to probate the executor is not 

liable as an executor of his own wrong, except 

for his refusal to deliver the estate to the per- 
son authorized by law to receive it or for waste 
or misapplication of the estate.” 

HB 156 is a companion bill to HB 6 and rec- 
ognizes the right of a person in the custody of a 
correctional institution, ete. to make testamen- 
tary disposition of his body or any part thereof 
as provided under HB 6. 

Without reviewing the literature, there seems 
to be little doubt that medical schools and re- 
search institutions are hampered seriously by a 
continuing shertage of anatomical material for 
teaching and research purposes. The Bulletin 
for Medical Research, 10:22 (Nov.-Dec.) 1955, 
published by the National Society for Medical 
Research, contains a table indicating that in 
most medical schools (61) there is only one 
cadaver for each four students. There is no ques- 
tion but that research is being held back by an 
inadequate flow of anatomical material. Further- 
more, there is a growing need for fresh tissues 
for transplants. 

Prior to the enactment of this legislation there 
existed some ambiguity as to whether or not a 
testator could dispose of his body by will. In the 
case of Mensinger vs. O’Hara, et al., 189 TIl. 
App. 48 at p. 53, the court impliedly recognized 
such a right by saying “the custody and posses- 
sion of the remains, and in the absence of any 
testamentary disposition, belongs to the surviv- 
ing husband or wife, if any, or if there be none, 
then to the next of kin.” However, in the only 
case in which the issue was squarely presented, 
Fischer's Estate Vs. Fischer, 1 Ill. App. (2d) 
£28, 117 N. E. (2d) 855, the court refused to 
enforce a provision in the will providing for 
burial in a particular cemetery. 

HB 6 sets forth two modes for making tes- 
tamentary disposition of the body or any part 
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thereof: 1) by will, 2) by a written instrument 
not purporting to be a will. In using the will 
as a vehicle it would appear that a simple clause 
in the will would suffice. It might read as fol- 
lows: 

“T give and bequeath my body to the XYZ 
School of Medicine to be used as it sees fit, 
and I hereby direct my executor to carry out 
this gift as soon as practicable.” 

In utilizing the second method of testamen- 
tary disposition, you will note that the statute, 
while dispensing with the other requirements for 
making a will, retains the requirement that there 
be two witnesses. It need not be signed person- 
ally by the donor. It is sufficient if it is signed 
by some person in his presence and in the pres- 
ence of two or more credible witnesses. It would 
appear, therefore, that if a donor is physically 
unable to execute the document but is mentally 
alert, and knows what he is doing, he may direct 
someone else to sign his name but this should be 
done only in the presence of two or more credible 
witnesses. The consent for gift of body might 
take the following form: 

Chicago, Illinois 
September 12, 1959 

I hereby give my body to the John Doe Medi- 
cal School of Chicago, Illinois, said gift to take 
effect immediately upon my death and to be used 
by said school for teaching or research purposes 
as it shall see fit. 

Robert Smith (Seal) 


The foregoing instrument was on the day of 
its execution signed and sealed by the donor, 
Robert Smith, or under his direction, in our 
presence and by him to us declared to be a tes- 
tamentary disposition of his body and we, at his 
request, in his presence as witnesses, and in the 
presence of each other, have hereunto subscribed 
our names as witnesses, and we do certify that 
at the time of execution of the foregoing gift, we 
verily believed said donor to be of sound and dis- 
posing mind, memory and understanding. 


(Seal) sas arena 
en Address 





Name 
City and State 


(Seal) sok akR 
Address 





Name 





City and State 


The consent for gift of part of body migh. 
take the following form: 


Chicago, Illinois 
September 12, 1959 
I hereby give to the American Eye Bank, IIli- 
nois Hospital of Chicago, Illinois, either or both 
of my eyes to make such use thereof as it shall 
see fit, said gift to take effect immediately upon 
my death. 


Robert Smith (Seal) 





The foregoing instrument was on the day of 
its execution signed and sealed by the donor, 
Robert Smith or under his direction, in our 
presence and by him to us declared to be a testa- 
mentary disposition of his eyes, and we, at his 
request, in his presence as witnesses, and in the 
presence of each other, have hereunto subscribed 
our names as witnesses, and we do certify that 
at the time of execution of the foregoing gift, we 
verily believed said donor to be of sound and dis- 
posing mind, memory and understanding. 


(Seal) 





Name Address 





City and State 


___ (Seal) 





Name Address 





City and State ' 


It should be noted that the new procedure 1) 
creates a right in the testator to make disposition 
of his body or any part thereof without the con- 
sent of next of kin, and 2) imposes a duty upon 
the executor to carry out the terms of the gift 
immediately upon death, and 3) saves the execu- 
tor, or other person who acts in pursuance of the 
gift, from liability for so doing, even though the 
gift may have been revoked subsequently by will, 
codicil, or other instrument executed in pursu- 
ance to the statute, provided such person was act- 
ing in good faith. It would appear, therefore, 
that written consent of the next of kin is not re- 
quired but it is suggested that if the same can be 
obtained it might be well to do so. The statutory 
procedure simplifies the making of the gift 1) 
where there is no next of kin and 2) where the 
next of kin do not consent or there is disagree- 
ment among them. One form of consent for next 
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of kin which could be used by a tissue bank is as 
follows: 
Name of Tissue Bank 
Address 


FOR PERMISSION TO USE EYES 





= of 
Relationship Name of Donor 

do hereby give permission to the —-—————— 
hospital of and/or the 

Eye Bank to remove either or both eyes from said 
donor (deceased) to be used for such purpose as 
ihe Hospital or the Eye Bank 
may see fit. 








~ Witness Signature 





~ Witness Date 


The statute recognizes that if the anatomical 
material is to be of any use it must be available 
immediately upon death. Accordingly, the execu- 
tor is charged with the duty of carrying out the 
terms of the gift and he is protected against suit 
in the event the next of kin do not consent or 
should another will or written instrument subse- 
quently turn up which revokes the gift. It would 
appear to be in order for the testator to inform 
his executor prior to death of his intention to 
make a testamentary disposition of his body so 
that the executor can be prepared to comply. The 
attorney for the testator should so advise the 


Postradiation enteritis 


After patients have had extensive roentgen 
therapy to the abdomen for malignant or other 
diseases—often many years after—a constrictive 
inflammatory lesion may develop in a segment 
or segments of the small intestine. This cannot 
be differentiated either clinically or roentgeno- 


logically from regional enteritis, but in such 
tases the history is of the greatest importance. 
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testator and assure him he will not be personally 
liable for doing so. While the statute protects the 
executor or other persons acting in pursuance to 
the direction of the gift, and which language 
would appear to cover employees and agents of 
the donee, it should be emphasized that such 
immunity arises only where the executor or other 
person acts in good faith. There must be no 
fraud or misrepresentation; and knowledge of 
the revocation of the gift would incur liability. 
It has been suggested that inasmuch as the 
Act contains no provision for enforcing the test- 
ator’s wishes that the testator could, if he saw 
fit, penalize his heirs for failure to carry out his 
wishes. He could accomplish this by including 
a statement in his will to the effect that, “I have 
on the - day of — provided for the 
postmortem disposition of my body for scientific 
purposes. I hereby cancel any bequest or devise 
contained in this will to any beneficiary who in 
any way contests or hinders such disposition.” 
This legislation was offered by the ISMS to 
stimulate the flow of cadavers to teaching insti- 
tutions and to make more anatomical material 
available to tissue banks. It is hoped that respon- 
sible organizations interested in this field will 
acquaint the public with the information that 
a vehicle has been established in Illinois whereby 
they can donate their bodies to medical science. 
Walter L. Oblinger 
Associate Counsel 
Springfield 


The physician should inquire specifically as to 
what amount of roentgen therapy the patient 
has received. Occasionally such patients bleed 
massively or a bowel obstruction develops, and 
at the time of surgical exploration, a scarred 
segment of bowel is demonstrated. Areas of 
telangiectasia, so commonly seen after radiation 
therapy directed to other regions, are readily 
demonstrated. J. Arnold Bargen, M.D. Inflam- 
matory Disease of the Small Intestine. J. Okla- 
homa M.A. July 1959. 





MEDICAL ECONOMICS 





Approximately 190,000 more men, women, 
and children started drawing monthly old-age. 
survivors, and disability insurance benefits in 
the past 12 months as a result of amendments 
to the social security law which went into effect 
in August 1958, Secretary of Health, Education, 
and Welfare Arthur S. Flemming announced 
today. Secretary Flemming pointed out, how- 
ever, that many other persons made eligible un- 
der the amendments either may be unaware of 
their rights or may not understand that they 
must file application before payments can begin. 

Persons who became eligible for benefits 
heginning last September and do not apply for 
them before the end of this September will fail 
to receive a months’ back benefit for each month 
after September in which they fail to make ap- 
plication. The law provides back payments for 
a period no greater than 12 months before the 
month an application is filed. 

The largest group made eligible for benefits 
heginning September 1958 are the dependents 
of disabled workers. Although disabled workers 
aged 50 to 65 have been eligible for benefits since 
July 1957, payments could not be made to their 
dependent families until the 1958 amendments 
were enacted. During the past year, 126,000 such 
dependents were added to the social security 


henefit rolls, Secretary Flemming said. About 


50,009 additional disabled workers have been 
awarded monthly benefits under a provision in 
the 1958 amendments that eased the work re- 
quirements for persons applying under the dis- 


Insurance Benefits 


ability insurance provision and at the same time 
extended to June 20, 1961, the deadline for the 
filing of applications by persons with long- 
standing disabilities. 

Prior to September 1958, disabled workers 
had to meet two work requirements to qualify 
cither for disability insurance benefits, for those 
between the ages of 50 and 65, or, if they were 
under age 50, to have their social security rec- 
ords frozen. They needed social security credit 
for at least five out of the 10 years before be- 
coming disabled, and for at least one and one- 
half out of the three years preceding disability. 
Under the 1958 amendments, social security 
credit for one and one-half out of the last three 
years is no longer required. 

The 1958 amendment extending the deadline 
for the filing of disability applications gave 
workers whose disability may have begun as far 
hack as 1941 until June 30, 1961 in which to 
apply to have their social security records frozen 
as of the time they actually became disabled. Un- 
der the old law, where an application was filed 
after June 30, 1958, the worker’s disability, for 
social security purposes, was considered to have 
begun no earlier than 12 months prior to the 
filing date. 

Some 3.000 aged dependent parents of work- 
ers who died since 1939 have been added to the 
benefit rolls as the result of a 1958 change in 
the law which permits the payment of benefits 
to dependent parents, even if the worker were 
also survived by a widow, widower, or child. 
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Many additional parents believed to be eligible 
under this provision of the law have not yet 
applied for benefits perhaps because they were 
denied benefits in the past and have not learned 
of the new change in the law. 

A disabled son or daughter, 18 years of age 
or older, of a retired or deceased parent may now 
qualify as a dependent under the 1958 amend- 
ments, even though he or she had been receiving 
less than the previously necessary one-half sup- 
port from the parent. During the last year more 
than 10,000 disabled persons have been able to 
qualify for benefits for the first time because of 
this amendment. 

A number of other amendments in the law 
made last year changed the eligibility require- 
ments for the payment of dependents and sur- 
vivors benefits. Some of these changes permit the 
continuation of benefit payments where one 
heneficiary marries another, Another permits the 
payment of mother’s benefits where a child has 
heen adopted by his stepfather, even though the 


Out of this world 


For the moment, the two areas in which it ap- 
pears insurance will be needed first are indem- 
nity for large hazardous risks by companies al- 
ready involved in the missile space programs, 
and liability for damages caused by falling space 
objects. The U. S. State Department’s legal ad- 
viser, Loftus E. Becker, is pushing in the UN 
for an international space code containing pro- 
visions on the latter. The risk potential is fantas- 
tic. The impact of fragments from a single dis- 
integrated missile for instance would be suffi- 
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mother had been married to the stepfather for 
less than one year at the time of his death. Still 
another permits payment of benefits to children 
where a retired worker has had an adopted child 
for less than three years. 

In the 12 months since the 1958 amendments 
became law the Social Security Administration, 
through its 584 district offices, has been carry- 
ing on a wide variety of public information and 
other activities to find these people and inform 
them of their rights. In many situations, how- 
ever, there are no records through which they 
may be located. 

Persons who believe that they may be eligible 
for benefits under any of the 1958 changes in 
the social security law should contact their near- 
est social security district office promptly to 
learn their rights and make application for any 
payments due them. 

U. S. DEPARTMENT OF 
HEALTH, EDUCATION, AND WELFARE 
Social Security Administration 


cient to destroy the Empire State Building, ac- 
cording to New York attorney William A. Hu- 
man, co-chairman of the Inter-American Bar 
Association’s Committee on Interplanetary 
Space. 

Despite such frightening possibilities, don’t 
dismiss anything about outer space as impossible 
or implausible. Just remember that almost 500 
vears ago a single man opened up a whole new 
world and gave the old world a push without 
even knowing what he was doing. His name was 
Christopher Columbus, Outward to New Worlds. 
J. Am. Insurance. Sept. 1959. 
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Clinics for crippled children 


listed for December 


Nineteen clinics for Illinois’ physically handi- 
capped children have been scheduled for Decem- 
her by the University of Illinois, Division of 
Services for Crippled Children. There will be 
15 general clinics providing diagnostic ortho- 
pedic, speech, and hearing examination along 
with medical, social, and nursing service; two 
special clinics for children with rheumatic fever 
and one each for children with cardiac condi- 
tions and cerebral palsy. Clinicians are selected 
from among private physicians who are certified 
Board members. Any private physician may re- 
fer to or bring to a convenient clinic any child 
or children for whom he may want examination 
or consultative services. 

December 2 — Alton (rheumatic fever), Alton 

Memorial Hospital 
December 2 — Carmi, Carmi Township Hos- 

pital 
December 2 

Hospital 
December 2 — Hinsdale, Hinsdale Sanitarium 
December 2 — Rock Island (cerebral palsy), 

Foss Home, 3808 Eighth Avenue 
December 3 — Springfield, St. John’s Hospital 
December 4 — Chicago Heights (cardiac), St. 

James Hospital 
December 8 — East St. Louis, St. Mary’s Hos- 

pital 


- Champaign-Urbana, McKinley 
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December 8 — Peoria, Children’s Hospital 

December 9 — Elgin, Sherman Hospital 

December 10 — Carlinville, Carlinville Area 
Hospital 

December 11 — Evanston, St. Francis Hospital 

December 15 — Belleville, St. Elizabeth’s Hos- 
pital 

December 15 —— Effingham (rheumatic fever), 
St. Anthony Hospital 

December 15 — Peoria, Children’s Hospital 

December 16 —- Chicago Heights (general), St. 
James Hospital 

December 17 —- Bloomington, St. Joseph’s Hos- 
pital 

December 17 — Elmhurst, Memorial Hospital 
of DuPage County 

December 17 — Rockford, Rockford Memorial 
Hospital 

< > 


Senior citizen prepayment 
plan offered in Rockford area 


A newly developed senior citizens health pro- 
gram for protecting the elderly in the Rockford 
area against the cost of health care has been 
reported by the Blue Shield Plan, Medical- 
Surgical Service of Illinois, Rockford. 

The Rockford Plans have been engaged in 
research preparatory to the development of sen- 
ior certificates for more than a year and a half. 
Some of the results of this study, Mr. Kenneth 
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Kk. Clark, executive director, pointed out, 
showed: 55 per cent of individual, nongroup 
members who are over 60 accounted for 69 per 
cent of the total hospital admission, used 80 
per cent of the total bed days, and benefited by 
79 per cent of the dollar amount paid by Blue 
Cross for the entire group. 

“Our committee, in the development of this 
program, decided that the age limit in the offer- 
ing of this program would be 60 upward instead 
of 65 years of age,” Mr. Clark said. “This will 
be, in effect, offering the program at a somewhat 
lower rate, since experience between 60 and 65 
years of age is not as adverse as it is past 65 
vears of age.” 

The certificate will be available on an individ- 
ual, nongroup subscriber basis, at a cost of $23.- 
20 a year and will include liberal surgical bene- 
fits for procedures in a hospital, a physician’s 
office, or clinic; in-hospital medical visits (120 
days per contract year) ; X-ray examinations in 
a hospital or physician’s office ; radiation therapy 
and radioactive isotopes; surgical assistants; in- 
tensive medical care; and the administration of 
an anesthetic. 

Mr. Clark said Illinois Hospital Service, Inc., 
Blue Cross Plan, Rockford, soon will also have 
available a companion senior citizens program 
for hospital benefits. 

< > 


Venereal disease symposium 

The 11th annual Symposium on Recent Ad- 
vances in the Study of Venereal Diseases will 
he held at the Palmer House, Chicago, April 7-8. 

The meeting, sponsored jointly by the Ameri- 
can Venereal Disease Association and the Pub- 
lie Health Service, will follow a Venereal Dis- 
ease Seminar for public health personnel that 
begins April 4. 

Anyone desiring to present a scientific paper 
on venereal diseases should mail a preliminary 
abstract before November 25 to Dr. William J. 
Brown, program committee chairman, in care 
of the Venereal Disease Branch, Communicable 
Disease Center, 50 Seventh Street, N.E., At- 
lanta 23, 
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Angiology meeting in Mexico 

The International College of Angiology will 
hold its first regional meeting in Mexico City, 
December 29-30. The scientific program, con- 
sisting of 20 papers and four round table break- 
fasts and luncheons, will cover arterial occlusion 
diseases and thrombo-embolic phenomena. 

Further information may be had by writing 
to the college, 151 East 83rd Street, New York. 


< > 


Symposium on neoplasia 
The University of Texas M.D. Anderson Hos- 


pital and Tumor Institute will hold its 14th an- 
nual symposium on fundamental cancer research, 
“Cell Physiology of Neoplasia,” in Houston, 
February 25-27. 

The program will cover morphology of cells, 
behavior of organelles, submicroscopic structures, 
cytochemistry, growth phenomena, and biochemi- 
cal properties of cells. Further information may 
be had by writing to the editorial office, Uni- 
versity of Texas M.D. Anderson Hospital, Texas 
Medical Center, Houston 25. 


< > 


Conference on sports medicine 


A National Conference on the Medical As- 
pects of Sports will be held in Dallas, November 
30, under the auspices of the AMA. 

The program will consist of lectures, panels, 
and discussions covering physiology and phar- 
macology of exercise, training, and conditioning 
of the athletics, and prevention and treatment 
of injuries. 

< > 


Obstetrics board examination 


Part I examinations of the American Board 
of Obstetrics and Gynecology will be held in 
various parts of the United States and Canada, 
January 16. A bulletin outlining present re- 
quirements may be had by writing to the secre- 
tary, Dr. Robert L. Faulkner, 2105 Adelbert 
Road, Cleveland 6. 
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ACCIDENTS 

In the past it was startling to hear that motor 
vehicle accidents killed more people in the United 
States in the first six months of this year than 
did polio, measles, scarlet fever, whooping cough, 
and diphtheria combined. The Metropolitan 
Information Service informed us recently that 
more are killed in auto accidents in six months 
than the combined deaths for the previously men- 
tioned diseases during the past six years. 

Catastrophes are regarded in insurance circles 
asx accidents in which five or more persons are 
killed. In the first six months of this vear 750 
lives were lost in this manner. The airliner that 
crashed into the East River in New York City 
on February 3 was one of the most costly; 65 
deaths resulted from this mishap. Three months 
later, 31 were killed when another scheduled 
plane disintegrated in midair during a thunder- 
storm near Baltimore. 

The loss of life in military aviation catas- 
trophes decreased appreciably this year accord- 
ing to the Metropolitan Information Service, 
reaching the lowest point in 10 years. Bus acci- 
dents took fewer lives, whereas catastrophes in- 
volving other types of motor vehicles took a 


greater toll than a year ago. 


CARDS FOR BLEEDERS 


The Abbott Laboratories is making available 
eme~gency identification cards for persons under 
treatment with anticoagulants. The cards, in 
pads of 10, are being distributed to physicians 
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on request. Write Professional Services, Abbott 
Laboratories, North Chicago, III. 


FISH BLOOD TYPES 


A University of California biologist told the 
International Oceanographic Congress that fish, 
seals, and whales have different blood types. 
Salmon, sardines, herring, and the commercial] 
fish can be identified as belonging to one or an- 
other ethnic group. 

Blood typing of fish is most helpful in tracing 
movements of fish at sea during migrations. The 
technique is the same as for humans except per- 
haps that they don’t stand in line to have it done. 
The Japanese are beginning to apply the method 
for the study of the social habits of whales. It 
sounds like a whale of a job but may bring to 
light many factors on the origin of different 


schools. 


GROUP PRACTICE 

The house of delegates of the AMA defines 
group practice as: “.... the application of med- 
ical service by a number of physicians working 
in systematic association, with the joint use of 
equipment and technical personnel and with cen- 
iralized administration and financial organiza- 


tion.” 


NEW INSTRUMENTS 


The American Optical Company has a new 
bedside device for hemoglobin determination. 
The Hb-Meter is a pocket sized instrument that 
does the job in less than three minutes. 
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PHARMACEUTICALS 


Lilly continues to experiment with a new 
tasteless salt of propionyl erythromycin in the 
hope that it can be formulated into a pleasantly 
flavored aqueous suspension. The product will 
be known as propionyl erythromycin lauryl sul- 


fate (PELS). 


News releases on Altafur (Eaton) continue to 
appear since its debut at a symposium on anti- 
bacterial therapy held by the Michigan and 
Wayne County Academies of General Practice. 
The drug is neither an antibiotic nor a sulfon- 
amide and was reported to be especially effective 
against Staphylococcus aureus. It is the first 
nitrofuran with a broad spectrum of antibacterial 
action against a wide range of infections through- 
out the body. It is readily absorbed from the 
gastrointestinal tract and if the claims being 
made for it are substantiated, it should prove to 
he an important new antibacterial agent. This 
drug differs from Furadantin in that it gives high 
blood levels and low urine levels. Undesirable 
side effects such as nausea and vomiting occur 
in from one to 10 per cent of the patients. These 
symptoms are minimized by giving the drug with 
meals. There have been no toxic reactions to 
date. 


A seaweed extract may become an effective 
ulcer remedy if it passes the usual clinical tests. 
At a recent convention of the American Chemi- 
cal Society, Dr. John Houck, the Washington 
hiochemist described Carrageenin, which blocks 
the action of pepsin and inhibits peptic ulcer 
induced in rats and dogs. Much more work is 
needed before the extract is available for clinical 
trial. It is not very soluble in water and is help- 
ful only within certain ranges of stomach acidity. 


Niamid, Pfizer’s new psychotherapeutic agent, 
is called a mood brightening drug. A news re- 
lease says it “has proved to be particularly effec- 
tive in helping depressed elderly patients.” 


Phenoxene is Pitman-Moore’s new synthetic 
compound for use in the symptomatic treatment 
of all types of parkinsonism. The manufacturers 
claim it “decreases muscular rigidity, improves 
gait, posture, and autonomic reflexes, counteracts 
tiredness and weakness, and relaxes muscle spasm 
and cramps.” It does not “even in maximum 
doses, increase intraocular pressure or aggravate 
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Toledo’s 6 story Crestview Club apartm 
senior citizens is scheduled for January occupancy. 
This project, sponsored by Flower Hospital 
(Methodist) was mentioned in the August, 1959 
issue of I.M.J. 


glaucoma.” The usual dose is one 50 mg. tablet 
three times a day. 

Merrell’s cholesterol inhibitor, triparanol 
(MER-29) was touted widely in newspapers and 
magazines several months ago. Their stock went 
up and so did the hopes of all hypercholesterol- 
emic patients. 

We are now on the second round of news re- 
leases containing fact sheets and reprints. Ac- 
cording to the report, triparanol lowers serum 
cholesterol in 86 per cent of the patients with an 
average reduction of 55 mg.%. This fall is 
reached by the fourth week of therapy on a sin- 
gle daily oral 250 mg. dose. The drug inhibits 
the biosynthesis of cholesterol. 

But the product is not yet available for pre- 
scription use. The manufacturer has had wide 
publicity on this drug and probably wants it to 
remain in the limelight despite the fact that it 
is not on the market. Time will tell if it lives up 
to the reputation built up by Wm. S. Merrell. 


Parke-Davis’ president, Harry J. Loynd, asked 
the druggists of America to expand and improve 
the scope and quality of their services to offset 
the rising public resentment concerning the high 
cost of medicines. He branded the idea of high 
drug costs as a misconception, and had statistics 
to prove it. He recommended a “mutual profes- 
sional program of public information and com- 
munication based on nothing but fact.” Let’s 
face it: Everything is high including cigarettes, 
gasoline, entertainment, cars, milk, and potatoes. 
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It is unfair to single out certain professions just 
because their commodities are essential. 


TENSION AND DIET AT ZOOS 
Arteriosclerosis among birds and animals at 
the Philadelphia Zoological Gardens has jumped 
10 to 20 fold during the last 25 years. The rise 
began in 1935 following the institution of an 
enhanced control diet. The new rations increased 
the fat content by three to five per cent but it 
is not known whether this played a role. One 
theory is that the diet may have produced 
“oreater energy and more fellow animals (or 
birds) with which to compete.” Social conditions 
influence the rise of circulatory disease, regard- 
less of diet. Chickens that retained their sense 
of freedom showed no arterial trouble even 
though fed relatively high amounts of fat. Per- 
haps the longevity of the independent GP stems 
from his freedom to practice medicine as he 


wishes. 


PLASTIC FOR BONE FRACTURE 

Ostamer is Merrell’s polyurethane plastic foam 
to aid in the repair of long bone fractures that 
require open reduction. The material serves as a 


bond to stabilize fractured leg bones and in some 
cases weight bearing is possible within 48 hours. 
The cement-like foam mixture fills the fracture 
defect and adheres to the inside surface of the 
bone. It hardens in approximately 20 to 30 min- 
utes and as such acts as an internal plastic splint. 


Metal rods, disks, or plates may be used in con- 
junction with Ostamer. 

The product has been used since 1956 and over 
370 operation ‘case reports have been collected 
from 31 states. Your editors are reporting froin 
printed material and not from experience. As a 
result this is not an endorsement for the product. 


BROCHURE 

The latest Public Affairs brochure, “When a 
Family Faces Cancer,” is aimed at the family 
who needs guidance when a member has cancer. 
It can be obtained by sending 25c to Public Af- 
fairs Committee, 22 East 38 Street, New York 
16, N. Y. for Pamphlet No. 286. 


SURGICAL DRAPE 

A skin tight plastic sheet has been introduced 
for use as a surgical drape to cover the area of 
operation. The film seals off the operating wound 
from bacterial contamination from the patient’s 
own skin. It is not porous to perspiration and 
other contaminating materials. The skin is 
cleansed as usual and a special aerosol sticky 
type plastic is sprayed on the operative site. The 
clear vinyl sheet is set in place and form fitted 
to the body by pressing toward the edge. The 
surgeon makes the incision through the plastic 
and there is no need for towels or other drape 
type of materials. The sheet is peeled off as soon 
as the wound is closed. Plastics Company, a divi- 
sion of Union Carbide Corp., makes Vi-Drape 
Film. 
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NEWS of the STATE 





ADAMS 

MeetTiInG. Dr. Leonard Furlow, professor of 
neurosurgery, Washington University, St. Louis, 
spoke on “Head Injuries,” at the October meet- 
ing of the Adams County Medical Society. 


CHRISTIAN 

Meetine. Dr. E. Franck, pathologist, St. 
Vincent’s Hospital, Pana, talked on “Common 
Hematological Problems,” at the October meet- 
ing of the Christian County Medical Society. 


COOK 

SourH America. Dr. Frederick Steigmann, 
director of clinical investigation of the Hektoen 
Institute for Medical Research of Cook County 
Hospital, gave papers on hepatic granuloma and 
treatment of hepatitis and hepatic coma at the 
Argentinian Gastroenterology Congress in Cor- 
doba in August. He also presented papers on 
chronic diarrhea before gastroenterological 
groups in Caracas, Rio de Janeiro, Buenos Aires, 
Lima, and Tegucigalpa. During this tour he was 
given honorary membership in the Argentinian 
Gastroenterological Association, the Society of 
Internal Medicine and the Pathological Society 
of Buenos Aires, and the Gastroenterological So- 
ciety of Peru. 

Soctrety News. Chicago Urological Society 
has scheduled the following afternoon meetings: 
December 9, Wesley Memorial Hospital; Janu- 
ary 20, 1960, Michael Reese Hospital; March 2, 
Billings Hospital; and April 13, Columbus 
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Hospital. The November meeting was held at 
Cook County Hospital. Dr. Vincent J. O’Conor 
was chosen as the Belfield Lecturer for the com- 
ing year. The subject of his address will be “Sur- 
gical Correction of Male Sterility.” 

Meetines. The first board meeting of the 
Woman’s Auxiliary to the Illinois State Medical 
Society was held October 20. Following luncheon 
Dr. Perey E. Hopkins spoke on “The Economic 
Aspects of the Medical Care of the Aged.” 

Dr. William P. Longmire, Jr., professor and 
chairman, department of surgery, University of 
California Medical School spoke on “Gastro- 
esophageal Hemorrhage Associated with Cir- 
rhosis,” at the annual meeting of the Chicago 
Surgical Society. This was the Society’s 59th 
annual dinner and 31st annual Arthur Dean 
Bevan lecture. 

Dr. Albert Dorfman, professor of pediatrics, 
University of Chicago and director, La Rabida 
Sanitarium, was Phi Delta Epsilon’s 11th an- 
nual lecturer. Dr. Dorfman spoke on “Medical 
and Biological Implications of Connective 'Tis- 
sue” at the Chicago Medical School’s Kling 
Auditorium, November 2; “The Metabolism of 
Mucopoly-saccharides and Disturbances in Gar- 
goylism,” at Northwestern University Medical 
School’s Thorne Hail, November 3; and “The 
Diagnosis and Treatment of Rheumatic Fever,” 
at the University of Illinois College of Medicine, 
November 4, 

Dr. Axel N. Arnesen, professor of clinical 
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obstetrics and gynecology, and associate profes- 
sor of clinical radiology, Washington University 
School of Medicine, St. Louis, gave as the 10th 
annual Joseph L. Baer lecture for the Chicago 
Gynecological Society, “Follow-up Observations 
in 400 Consecutive Primary Cases of Cervical 
Cancer.” 

Dr. George V. LeRoy, professor, department 
of medicine and associate dean of the biological 
sciences, University of Chicago, talked “On the 
Asthma,” and Dr. Ilza Veith, associate profes- 
sor, department of the history of medicine, Uni- 
versity of Chicago, spoke on “A Medical Histo- 
rian in Japan,” at the October meeting of the 
Society of Medical History of Chicago. 

Dr. Hildegarde Schorsch, gave an “X-Ray 
Tour of the Gastrointestinal Tract,” with clini- 
cal comments by Dr. Gertrude M. Engbring at 
ihe November meeting of the American Medical 
Women’s Association. Dr. Augusta Webster will 
discuss “Hemorrhage Complicating Pregnancy,” 
on January 13 at the Society’s meeting in the 
Beaubien Room, Prudential Plaza. 

Dr. Harold Himwich, professor lecturer in 
physiology, University of Illinois College of Med- 
icine, will speak on “Drugs Useful in the Treat- 
ment of Emotional Disorders—Physiology, Indi- 
cations, Contraindications,” on December 2, in 
the North Shore Hospital lecture series, 225 
Sheridan Road, Winnetka. 

At a joint meeting of the Institute of Medi- 
cine of Chicago and the Chicago Society of In- 
ternal Medicine, October 26, Dr. Robert J. Has- 
terlik, associate professor of medicine, Univer- 
sity of Chicago and associate director, Argonne 
Cancer Research Hospital, gave an illustrated 
lecture on “Radiation Neoplasia.” This was the 
14th Edwin R. Kretschmer Memorial Lecture. 

New Posts. Dr. Harold M. Visotsky, assist- 
ant professor of psychiatry at the University of 
Illinois College of Medicine, has been appointed 
director of mental health for the City of Chi- 
cago. 

Dr. Werner Tuteur, clinical director of Elgin 
State Hospital has been appointed to the courtesy 
staff of Forest Hospital, Des Plaines; and Dr. 
Kalman Gyarfas will serve as consultant of the 
hospital’s psychiatric training program. 

Dr. C. L. Noggle has been chosen medical staff 
president of Ravenswood Hospital. 

Dr. Leopold Brodny has been appointed chair- 
man of the department of urology at Louis A. 
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Weiss Hospital. As secretary general of the In- 
ternational Fertility Association, Dr. Brodny will 
establish the headquarters for this association 
at the Louis A. Weiss Hospital. 

Robert W. Thompson, discoverer of the theta 
meson, has joined the faculty of the University 
of Chicago. The world’s largest magnetic double- 
cloud chamber is being built on the campus for 
his research on cosmic rays of the highest energy 
level. 

Dr. Edward R. Pinckney has heen named di- 
rector of the newly established division of scien- 
tific activities of the Student American Medical 
Association. Dr. Pinckney, medical editor of the 
association’s publication, the New Physician, wili 
undertake as his first project the study of state 
medical licensing problems as they affect new 
physicians, 


Hospitat News. Augustana Hospital marked 
its 75th year of service with an open house. The 
hospital has provided postgraduate training 
through internships and residencies for more 
than 500 physicians and offers approved courses 
for medical technicians. ‘lo patients who could 
pay little or nothing, the hospital-—according 
to a historical summary—has rendered free care 
worth $3 million. The hospital has been an im- 
portant social -arm of the Augustana Lutheran 
Church. 


Honorep. Dr. Sidney Strauss, a founder of 
the Chicago Heart Association and the Ameri- 
can Heart Association, 81 years of age, was hon- 
ored at the dedication of the new headquarters 
of the Chicago Heart Association, 22 West Mad- 
ison, Chicago. 

Dr. Walter Schiller, retired Chicago and New 
York pathologist, originator of the Schiller test 
for the detection of cancer of the uterus, was 
honored by the United States Section, Interna- 
tional College of Surgeons, at their recent 24th 
annual congress. 


Construction. The Chicago Medical School 
has commenced construction work on its new 
Medical Research Institute. The 10 story, block 
long, 110,000 square foot building is the first of 
several to be erected on the school’s 10 acre cam- 
pus in the West Side Medical Center. The United 
States Public Health Service awarded the school 
$1 million for the building and $121,696 for 
movable equipment within the building. The new 
Institute will provide carefully planned research 
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facilities for over 400 scientists, physicians, tech- 
nicians, and postgraduate students; and is sched- 
uled for completion in the fall of 1960. 


ScrentiFic Exursits. The following scientific 
exhibits were presented at the annual meeting 
of the American Roentgen Ray Society in Cin- 
cinnati: “Myelofibrosis,’ by Dr. William 'T. 
Meszaros; and “Roentgen and Hematological 
Manifestations of the Congenital Hemolytic Ane- 
mias,” by Dr. Joseph J. Litschgi. 


DEKALB 

MeeTinG. Annette Lefkowitz, R.N., Ed. D., 
nursing education consultant, Northern Illinois 
University, DeKalb spoke on “Nurses ‘Training 
Program of Northern Illinois University,” at the 
September meeting of the DeKalb County Medi- 
cal Society. The Women’s Auxiliary met with 
the physicians. 


EDGAR 

Meeting, Dr. Harlan English, Danville, spoke 
on “Office Urology,” to the Edgar County Medi- 
cal Society at the October meeting. 


FULTON 

Meetina, Drs. Carl Neuhoff and Paul Blough 
spoke on “Hypnosis in Obstetrics,” at the Octo- 
ber meeting of the Fulton County Medical So- 
ciety. 


LAKE 

Meeting. Dr. Arthur Baker, director, Lake 
County Health Department, and members of 
his staff discussed the present activities of the 
county health department and plans for their 
future at the October meeting of the Lake County 
Medical Society. 


MACON 

Meetine. Dr. Theodore Cornbleet, clinical 
professor of dermatology, University of Illinois 
College of Medicine, spoke on “Dermatological 
Manifestations of Systemic Disease,” at the Octo- 
her meeting of Macon County Medical Society. 


' 


MADISON 
Mretine. The October meeting of the Madi- 
son County Medical Society was held at the home 
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of Dr. and Mrs. James B. McCloskey on the 
Alton-Jerseyville Road, Godfrey. The Women’s 
Auxiliary served dinner preceding the meeting. 


McLEAN 

MEETING. Professor Granger Westberg, pro- 
fessor in the religion and personality department, 
Federated ‘Theological Faculty, University of 
Chicago spoke on “Relationship of Religion to 
Medicine,” in October to members of the McLean 
County Medical Society who were guests of the 
Ministerial Association. 


PEORIA 

Meetinea. Dr. Robert Jensik, assistant profes- 
sor of surgery, University of Illinois College of 
Medicine, spoke on “The Results of Pulmonary 
Resection for Metastatic Neoplasms,” at the Oc- 
tober meeting of the Peoria Medical Society. 


SANGAMON 

Meetina. Mr. Roger W. Peterson, consultant, 
Professional Management for Physicians and 
Dentists, Bloomington, talked on “Net After 
Taxes,” at the October meeting of the Sangamon 
County Medical Society. 


STEPHENSON 

MeetinG. Dr. John H. Schneewind, clinical 
assistant professor of surgery, University of Ili- 
nois College of Medicine, spoke on “The Man- 
egement of the Acute Hand Injuries,” at the 
October meeting of the Stephenson County Med- 
ical Society. 


VERMILION 

MEETING. Dr. Henry H. Fineberg, associate 
professor of neurology and psychiatry, North- 
western University Medical School spoke on 
“Management of the Behavior Problems in the 
Community,” at the October meeting of the 
Vermilion County Medical Society. 


WILL-GRUNDY 

MeetinG. Mr. John Carmichael, sports editor, 
Chicago Daily News, spoke at the October meet- 
ing of Doctors, Druggists, and Dentists in the 
Will and Grundy County Medical Societies meet- 


ing. 

















“OLD DOC” — FIRST AUTO TEST DRIVER by Mr. John Mirt 
shown recently at the Indiana State Medical meeting. 


GENERAL 

Exections. Dr. Edward I... Compere, profes- 
sor and chairman of the department of orthopedic 
surgery, Northwestern University Medical 
School, has been re-elected president of the 
United States section, International College of 
Surgeons. Dr. Francis L. Lederer, professor and 
head of the department of otolaryngology, Uni- 
versity of Illinois College of Medicine, is one of 
the vice presidents. Dr. Karl A. Meyer, who has 
heen secretary of the United States section, has 
been named honorary secretary. Dr. John B. 
O’Donoghue is now secretary and Dr. Oscar B. 
Nugent was re-elected treasurer. Dr. Louis F. 
Plzak, Berwyn, is secretary of the Qualifications 
and Examination Council. 

Dorothea C. Augustin, Chicago, is executive 
secretary for the American Congress of Physical 
Medicine and Rehabilitation and American 
Academy of Physical Medicine and Rehabilita- 
tion. 

Meetine. The postgraduate education com- 
mittee of the Illinois Society of Anesthesiologists 
held an October meeting at the Wagon Wheel 
Lodge, Rockton. Dr. Arthur T. Shima, Oak Park 
spoke on “Cardiac Arrest ;” Dr. William A. De- 
witt, Joliet—“Obstetrical Anesthesia ;” and Dr. 
Herbert M. Epstein, Evanston—“Treatment of 
the Comatose Patient.” 

F.A.C.S. At the October annual clinical con- 
gress of the American College of Surgeons the 
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following Illinois surgeons were awarded fellow- 


ships: 

Aurora, William C. Lithgow; Berwyn, Lawrence 
J. Sykora; Chicago, Lawrence I. Bernard, Robert 
Bouer, John A. Caserta, Donald E. Casey, Robert 
D. Crane, Raymond Firfer, William B. Fischer, 
Sheldon S. Gorsky, Charlotte Herman Kerr, Rob- 
ert E. Lane, Raymond A. McDermott, Jr., 
Kdward A. Millar, Leonard P. Rapoport, Paul 
R. Rosenbluth, Eli T. Samet, Arne E. Schairer, 
Thomas W. Shields, Jerrold Widran; Chicago 
Heights, Sidney W. Duke; Decatur, Thomas W. 
Samuels, Jr.; Deerfield, Vernon Z. Hutchings; 
Dixon, James G. McFetridge; Elgin, Charles M. 
Jeohnson, Jr., Richard C. Powers, Gordon Q. 
Vancil; Evanston, William H. Harridge; Gales- 
burg, Robert G. Canham; Harvey, Albert 1. 
Sheetz; Highland Park, Jerome KE. Abrahams; 
Hinsdale, William B. Frymark ; Homewood, John 
E. Driscoll; Joliet, John W. Bowden, Archibald 
D. McCoy; La Grange, J. Norman Young; Mo- 
line, Paul W. Moen; Oak Park, John P. Igini; 
Park Forest, Jerome Warren ; Park Ridge, Thad- 
deus A. Wozniak; Peoria, Edward J. Schlicksup ; 
Quincy, Robert W. Taylor; Rantoul, Herbert V. 
Swindell, Lt. Col.; River Forest, Edward J. Del 
Beccaro; Rockford, F. Nelson Suma; Rock Is- 
land, Raymond W. Dasso; Springfield, Lee F. 
Winkler; Urbana, Jack C. Cooley, James S. 
Walker ; Waukegan, Ray ©. Johnston; Winnetka, 
John LL. Savage. 
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“Your Health Comes First” over Radio Chicago 
WJJD: 

November 25 at 6:00 p.m.—Paul K. Anthony, 
clinical associate in pediatrics, Stritch School 
of Medicine of Loyola University, will discuss 
“Rating Problems in Children.” 

This is a public service program sponsored by 
the Illinois State Medical Society in co-opera- 
tion with Radio Chicago WJJD. 


Lectures Arranged by the Illinois State Medical 
Society : 

Charles F. Johnson, assistant professor of 
medicine, University of Chicago School of Medi- 
cine, addressed the Knox County Medical Soci- 
ety in Galesburg, October 15, on “Clinical Prob- 
lems of Malabsorption.” 

George Milles, professor of pathology, Univer- 
sity of Illinois College of Medicine, addressed a 
joint meeting of the Whiteside and Lee County 
Medical Societies in Sterling, October 15, on 
“The Effective Practice of Surgical Pathology.” 

Sol Altschul, assistant professor of psychiatry, 
University of Illinois College of Medicine, ad- 
dressed the Woman’s Auxiliary to the North 
Shore Branch of the Chicago Medical Society, 
October 22, on “Dynamic Psychiatry.” 

Oglesby Paul, clinical associate professor of 
medicine, University of Illinois College of Medi- 
cine, addressed the Fifth United States Army 
personnel officers, October 22, on “Health of the 
Executive.” 

William B. Fischer, associate in orthopedic 
surgery, Northwestern University Medical 
School, addressed the Bureau County Medical 
Society in Spring Valley, November 10, on 
“Fractures of the Extremities.” 

FE. Trier Morch, Director, Department of An- 
esthesia, Cook County Hospital, addressed the 
Champaign County Medical Society in Cham- 
paign, November 12, on “Anesthesia Covering 
Preoperative Medication, Cardiovascular Arrest, 
and Postoperative Medication.” 

Benjamin Blackman, instructor in neurology 
and psychiatry, Northwestern University Medi- 
cal Society will present the first lecture in a se- 
ries on psychiatric problems before the Logan 
County Medical Society in Lincoln, November 
19. 

Robert A. DeBord, Peoria, affiliated with the 
staffs of St. Francis and Methodist Hospitals, 
and the Municipal Tuberculosis Sanitarium of 
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Peoria, Bureau County Medical Society in 
Princeton, December 8, on “Surgical Treatment 
of Congenital Anomalies of the Gastrointestinal 
Tract.” 

Harry B. Harding, associate professor of mi- 
crobiology, Northwestern University Medical 
School, Stock Yards Branch of the Chicago Med- 
ical Society, December 18, on “Present Value of 
the New and Old Antibiotics in the Treatment 
of Upper Respiratory Infections.” 


DEATHS 


Desert M. BercenstaL, Washington, D. C., 
recently of Chicago, who graduated at the Uni- 
versity of Chicago School of Medicine in 1947, 
died September 12, aged 42. He was assistant 
chief of the National Cancer Institute. 

GrorGeE Louis CoHEN*, Washington, who 
graduated at St. Louis University School of Med- 
icine in 1928, died July 8, aged 56. He was a 
member of the staffs of the Methodist and St. 
Francis Hospitals, and the Proctor Community 
Hospital in Peoria. 

Joun B. Cotwetu*, Champaign, who gradu- 
ated at Rush Medical College in 1902, died Sep- 
tember 17, aged 86. He was first assistant warden 
at Cook County Hospital from 1902-1910. 

Epwarp F. FiscuHer*, Alton, who graduated 
at Barnes Medical College, St. Louis, in 1910, 
died September 22, aged 77. He was a member 
of the staffs of the Alton Memorial and St. 
Joseph’s Hospitals. 

AntTHony C. Formusa*, Chicago, who gradu- 
ated at the University of Illinois College of Med- 
icine in 1915, died September 29, aged 66. For 
a time he owned and operated the People’s Hos- 
pital on West Cermak Road. 

Frank J. GRIFFIN, retired, River Forest, who 
graduated at the University of Illinois College 
of Medicine in 1908, died September 14, aged 
81. 

JosEPH Kanter’, retired, Chicago, who grad- 
uated at the University of Illinois College of 
Medicine in 1929, died September 18, aged 62. 
He was a member of the American Academy of 
Dermatology and Syphilology. 

HerBert E. Lanpes*, Chicago, who gradu- 
ated at Rush Medical College in 1922, died Sep- 
tember 24, aged 64. He was professor and chair- 
man of the department of urology at Stritch 


*Indicates members of the Illinois State Medical Society. 
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School of Medicine of Loyola University since 
1932. He had served as chief of the department 
of urology at Mercy Hospital since 1932 and was 
consulting urologist for the Municipal Tubercu- 
losis Sanitarium. 

JoHun A. Mart*, Chicago, who graduated at 
Northwestern University Medical School in 1938, 
died September 12, aged 50. He was an associate 
in medicine at Northwestern University Medical 
School and had been a member of the staff of 
Passavant Hospital since 1941. He had served 
for four years as assistant superintendent at St. 
Joseph County Hospital in South Bend, Ind., 
and was a former medical counselor for the Chi- 
cago Tribune. 

Artiti0 Monaco*, Elmhurst, who graduated 
at Bennett Medical College, Chicago, in 1914, 
died September 20, aged 82. 

Frank S. NeEepHAM*, Oak Park, who gradu- 
ated at Dearborn Medical College, Chicago, in 
1905, died September 22, aged 82. He was a 
member of the staffs of Oak Park and West 
Suburban Hospitals, and was Oak Park Health 
Commissioner from 1918 to 1938. He was in- 
strumental in starting the inspection and super- 
vision of milk there. 

Epwin FrepERIcK SCHRADER*, Macomb, who 
graduated at the College of Physicians and Sur- 
geons of Chicago, School of Medicine of the Uni- 


versity of Illinois in 1907, died in Peoria, July 
2, aged 80. 

JAMES Harry VetTterR*, Rockford, who grad- 
uated at Rush Medical College in 1916, died 
September 3, aged 69. He limited his medical 
practice to the field of anesthesiology. 

GrecorY Roy Warters*, Chicago, who gradu- 
ated at Loyola University School of Medicine in 
1932, died June 25, aged 58. He was a member 
of the Industrial Medical Association; served as 
medical director for Swift & Company; and was 
formerly associated with the Indian Service. 

ANDERS J. WEIGEN*, Chicago, who graduated 
at Rush Medical College in 1914, died Septem- 
ber 27, aged 70. He was a member of the staff 
of Swedish Covenant Hospital since 1918. He 
also had been a member of the staffs of Chil- 
dren’s Memorial Hospital and of Augustana 
Hospital. He was a member of the Chicago 
Pediatric Society. 

GEORGE CARLYLE Woop*, Effingham, who 
graduated at Loyola University School of Medi- 
cine in 1928, died, June 25, aged 60. He served 
as county coroner, was associated with St. An- 
thony Memorial Hospital, and was at one time 
associated with Indian Service. 


*Indicates members of the Illinois State Medical Society. 
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